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Abstract
Since the events of 9/11, 2.6 million U.S. military service members have deployed in
support of Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). Exposure to
combat experiences creates risks for development of psychosocial morbidities in service
members. Research suggests that as many as 23% of service members deployed in support of
OEF/OIF develop post-traumatic stress disorder (PTSD). Many combat risk factors are
unavoidable for service members assigned to combat positions. To help in preventing adverse
psychosocial symptoms in the face of inherent combat-related risks, protective factors have been
explored. Post-deployment social support has been identified as a significant protective factor for
combat-deployed service members. While several studies have examined the protective aspect of
post-deployment social support, gaps remain regarding how post-deployment social support
operates as a protective mechanism.
This dissertation is a compilation of three manuscripts designed to explore risk and
protective factors and their relationship for the development of post-combat psychological
morbidities. The first manuscript is an integrative review focusing on the effect of parental
combat-deployment on adolescent children. The second manuscript is a quantitative data analysis
examining risk and resilience factors and their relationships with post-combat deployment
depression and post-traumatic stress disorder (PTSD). The third manuscript is a concept analysis
using evolutionary method to analyze the concept of the protective factor, post-deployment
social support. All three manuscripts incorporate the same theoretical framework: ecological risk
and protective theory (Bogenschneider, 1996).
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Introduction
Overview
Military service members have deployed to combat regions throughout the world,
including Iraq and Afghanistan (Flake, Davis, Johnson, & Middleton, 2009; Vasterling et al.,
2015). More than 2.6 million military service members have served in Operation Enduring
Freedom and Operation Iraqi Freedom (OEF and OIF) (Vasterling et al., 2015). Many service
members return from combat deployment with post-traumatic stress disorder (PTSD) and
depression, among other psychosocial morbidities (Lester, Liang, Milburn, Mogil, Woodward,
Nash, & Saltzman, 2016; Vasterling et al., 2015). These problems directly affect post-combat
deployed service members and diminish their ability to reintegrate into society and with their
families. Psychosocial morbidities also diminish service members’ ability to regain effective
functionality in their work and personal lives (Lester & Flake, 2013; Paley, Lester, & Mogil,
2013). Further examination of how to promote positive outcomes for post-combat deployed
service members and their families is warranted (Lester, 2011)
An ecological risk and protective factor theoretical framework was applied throughout
this dissertation (Bogenschneider, 1996). Ecological risk and protective factor theory
acknowledges the risks associated with an activity or event, while simultaneously encouraging
identification of protective factors to protect against risks. This framework was chosen because it
captures primary features of combat-deployed service members’ experience and operates across
multiple social levels and systems. Risk factors are inherent in combat, including the
development of adverse psychological symptoms including depression and PTSD, physical
injuries, or even death. Identifying protective factors to help mitigate combat-related risk factors
is extremely important for service members’ well-being.
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Researchers have developed many tools to examine and measure combat-related factors
that affect service members. One of the most highly respected and widely used tools is the
Deployment Risk and Resilience Inventory (DRRI) (King, King, Vogt, Knight, & Samper,
2006). The DRRI contains a suite of subscales that explore and measure pre-, during-, and postdeployment variables common to the combat experience. Risk-related subscales of the DRRI
include: direct exposure to combat experiences, combat concerns and perceived threats during
deployment, family stressors and events during deployment, and post-battle experiences while
deployed, among other experiences (King et al., 2006). In addition to addressing combat risks,
the DRRI includes a subscale measuring post-deployment social support (King et al., 2006).
Increased post-deployment social support has been identified as a significant protective factor,
helping to enhance resilience (the “dynamic process encompassing positive adaptation within the
context of significant adversity”) (Luthar et al., 2000, p. 543) for post-combat deployed service
members (Cunningham et al., 2014). Research suggests that post-deployment social support
operates as a protective buffer, decreasing post-combat deployment psychosocial symptoms and
enhancing resilience (DeBeer, Kimbrel, Meyer, Gulliver, & Morissette, 2014).
This dissertation examines the psychosocial effects of military combat deployment on
service members and their families, to explore risk and protective factors, including resilience,
within this context, and to develop a better understanding of how post-deployment social support
operates as a protective mechanism. Manuscript one takes a family perspective to examine the
effect of parental military combat deployment on adolescents in an integrative review.
Manuscript two examines the relationships of risk and resilience, depression, and post-traumatic
stress disorder among a cohort of post-combat deployed service members in a secondary
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analysis. Manuscript three examines the concept of social support related to the military postcombat deployment context, using the evolutionary method of concept analysis.
Research Question
What are the psychological effects of military combat deployment on service members
and their families, and what are the relationships between risk factors, protective factors,
resilience, social support, and post-combat psychological morbidities?
Background
Military service members have deployed to war zones throughout history. Since the
Vietnam War, researchers have widely studied the prevalence of psychosocial morbidities,
including PTSD and depression, in returning combat-deployed service members (Flake et al.,
2009; Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016). Military combat
deployments have a significant ripple effect extending out beyond the post-combat deployed
service member (Lester & Flake, 2013). While combat deployments and related morbidities
directly affect service members, numerous service members are married and/or have children.
Parental combat deployment can have potential adverse effects on families and children of
service members. Moreover, returning service members with psychosocial problems may
experience more difficulty with parenting and caring for children (Flake et al., 2009). It is vitally
important to explore the relationships between combat experiences, service member well-being,
and family well-being, in order to promote positive functioning for service members and their
families post deployment (Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016).
While post-deployment social support has been identified as a protective factor, decreasing
symptoms of post-traumatic stress disorder (PTSD) and depression in returning combat veterans,
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further explication and examination of the unique features and characteristics of post-deployment
social support is warranted (Han et al., 2014).
Gaps in Knowledge
Prior studies have explored risk and protective factors within the context of combatdeployed service members (Vogt, MacDonald, & Blount, 2016). However, gaps in the research
base remain. Further understanding of the nature of how post-deployment social support works
as a protective agent for post-combat deployed service members is necessary (Cunningham et al.,
2014; DeBeer et al., 2014; Han et al., 2014). That would involve exploring how to increase and
strengthen post-deployment social support, as well as reviewing various types of postdeployment social support to determine which are most effective. Additionally, further
exploration of the nature of combat-related risk factors is warranted (Smith, Wang, VaughCoaxum, DiLeone, & Vogt, 2017). While much is known regarding combat-related risks, gaps
exist in fully understanding the risks combat-deployed service members face in modern era
combat. Gaining increased knowledge regarding combat risks may contribute towards lessening
their potential adverse effects on service members and their families across multiple ecological
levels.
Design & Method
The specific aims of this dissertation include:
1. An integrative review to examine the state of the literature pertaining to the effect of
parental military combat deployment on adolescents, as a particularly vulnerable
family subset, and sources of resilience for these adolescents. Through the integrative
review, identification of research gaps was another goal.
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2. Conducting a quantitative secondary analysis using linear regressions with data from
the Deployment Risk and Resilience Inventory (DRRI), the Beck Depression
Inventory-II (BDI-II), and the Post-Traumatic Checklist-Military (PCL-M) on postcombat deployed service members to examine how risk and protective factors are
related to PTSD and depressive symptomatology.
3. Analyzing the concept of post-deployment social support within a military combat
context to expand understanding of how the protective factor of post-deployment
social support functions.
The first manuscript of this dissertation provides an integrative review of literature to
examine the current state of research regarding risk and resilience within the context of combatdeployed military service members and their adolescent children. An ecological risk and
protective theoretical framework was applied to this study (Bogenschneider, 1996). Adolescents
who experienced the combat deployment of a parent were found to be at increased risk for
adverse psychosocial morbidities (Vogt et al., 2016). These include depression, anxiety,
externalizing and internalizing behaviors, poor school performance, and risky behaviors (Reed,
Bell, & Edwards, 2011). Research gaps were identified including a lack of adequate
understanding of adolescents’ resilience to protect them from potential adverse effects of
parental combat deployment. Another identified gap was the need for further research to foster
intervention development to strengthen resilience and reduce risk factors for adolescents in this
context.
The second manuscript provides a secondary quantitative data analysis using a data set
comprising information obtained from combat-deployed soldiers on the Deployment Risk and
Resilience Inventory (DRRI), the Posttraumatic Stress Disorder Checklist-Military (PCL-M),
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and the Beck Depression Inventory (BDI-II) (Acierno et al., 2016). Again, an ecological risk and
protective factor theoretical framework was applied. In the second manuscript, the relationship
between risk and resilience factors, risk and protective factors, PTSD and depression, was
explored using linear regressions. A significant finding of this study was that post-deployment
social support served as a salient protective factor, decreasing PTSD and depressive symptoms in
post-combat deployed military service members.
The third manuscript provides a concept analysis of post-deployment social support
within combat-deployed military service members. Ecological risk and protective theory was
applied as a theoretical framework. The concept of post-deployment social support was explored
through the evolutionary method of concept analysis. Attributes, antecedents, and consequences
of post-deployment social support were identified. Post-deployment social support was found to
serve as a protective, buffering factor for post-deployed combat service members, helping
mitigate the development and maintenance of psychosocial morbidities, including PTSD and
depressive symptoms. This affirmed the findings of the second manuscript of this dissertation.
Key Concept/Terms Defined and Briefly Discussed
Key concepts and terms included throughout this dissertation include: risk factors,
resilience factors, protective factors, post-deployment social support, combat exposure, and
psychosocial morbidities. A primary risk factor is direct combat exposure, which increases
symptomatology and prevalence for psychosocial morbidities (King et al., 2006). Psychosocial
morbidities include adverse psychological outcomes, such as PTSD and depression (DeBeer et
al., 2014). Resilience and protective factors include those mechanisms that mitigate
symptomatology and prevalence for psychosocial morbidities (King et al., 2006). Resilience is
defined as “a dynamic process encompassing positive adaptation within the context of significant
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adversity” (Luthar et al., 2000, p. 543). Post-deployment social support includes social support
from friends, family, faith communities, the community in general, military units and peers (Han
et al., 2014; King et al., 2006).
Theoretical Model and Framework
Ecological risk and protective factor theory (Bogenschneider, 1996) was applied as a
theoretical framework throughout this dissertation. Incorporating a theoretical framework aids in
providing an enhanced lens for conceptualizing a research topic (Abraham, 2008).
Bogenschneider’s (1996) ecological risk and protective factor theory was deemed appropriate for
this dissertation because of the numerous risks associated with military combat, including the
propensity for psychosocial morbidities, physical injury, or death (Smith et al., 2017). This
theory also allows for identification of protective factors that can be bolstered to offset risks
(Ozbay et al., 2007). A key protective factor examined in this study is post-deployment social
support (Han et al., 2014). The ecological component of this theory allows for examination of the
effect of risk and protective factors across multiple networks. Bogenschneider’s theory
contributed to this dissertation by tying three manuscripts together under a common theme
(Bogenschneider, 1996).
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Manuscript Descriptions
Manuscript #1: The Effect of Parental Military Combat Deployment on Adolescents and Sources
of Resilience: An Integrative Review
This manuscript provided a detailed integrative review of the literature using Whittemore
and Knafl’s method (2005) to assess how parental military combat deployment affects adolescent
children. The study was framed by an ecological risk and protective theoretical framework. Gaps
in the research were identified, including the need for additional research on the impact of
parental combat deployment on adolescents. Also, the gap of formulating interventions to aid
adolescents in their adjustment to parental military combat deployment was identified.
Manuscript #2: Relationships of Risk and Resilience, Depression and Posttraumatic Stress
Disorder in Post-Combat Deployed Soldiers
This manuscript encompassed a secondary quantitative study using a data set (Acierno,
2016) comprising data from the DRRI, PCL-M, and BDI-II. The goal of this study was to
examine risk and protective factors from the DRRI to examine their relationships with pre- and
post-treatment PCL-M and BDI-II scores in a sample of post-combat Veterans with PTSD at pretreatment. An ecological risk and protective theoretical framework was applied to this study.
Manuscript #3: Social Support Related to the Post-Deployment Military Combat Context: A
Concept Analysis
This manuscript used evolutionary concept analysis method (Rodgers, 2000) to examine
post-deployment social support in post-combat deployed Veterans. Framed by risk and protective
factors theory, the goal was to identify attributes, antecedents, and consequences of the concept
of post-deployment social support. The results provide a novel conceptual model of postdeployment social support which may be tested in future research and intervention development.
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Abstract
Introduction: Over 2 million adults have deployed to military combat zones in Iraq,
Afghanistan, and other areas of the world. An estimated 2 million children have experienced
parental combat deployment. While numerous studies document the effect of military
deployment on active duty service members (ADSMS), limited research documents the effect of
military combat deployment on adolescents or the effectiveness of interventions that address
adolescent resilience and well-being.
Methods: An integrative review was conducted following the guidelines of Whittemore and
Knafl (2005). A computerized search was conducted from the years 2001 to June 2016. Studies
selected were English-language, peer reviewed, and included qualitative, descriptive, and mixed
methods designs.
Results: Eight studies were critically appraised. Adolescents who experienced the military
combat deployment of a parent are at increased risk for adverse psychosocial morbidities
including depression, anxiety, externalizing and internalizing behaviors, poor school
performance, and risky behaviors. Current interventions have not been rigorously evaluated. Nor
do most studies adequately meet critical appraisal criteria. Additionally, most research has
focused on a deficit approach versus resilience approach.
Conclusions: Further research is necessary to develop effective interventions to mitigate adverse
outcomes of parental military deployment, as well as explore how young people develop
resilience within this context.
Keywords: adolescents, parents, war, military personnel, resilience, parental deployment
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The Effect of Parental Military Combat Deployment on Adolescents and Sources of Resilience:
An Integrative Review
While numerous studies document the effect of military combat deployment on active
duty service members, there is less research assessing the psychosocial morbidity of children and
adolescents with a parent deployed to a military combat zone (Cozza, Lerner, & Haskins, 2014;
Easterbrooks, Ginsburg, & Lerner, 2013; Flake, Davis, Johnson, & Middleton, 2009; Ohye &
Bui, 2016). Adolescence is a particularly vulnerable time, wherein individuals make many
transitions, progressing through critical phases of physical, psychological, and social
development (Fonseca, 2010; Luthar, Cicchetti, & Becker, 2000; Romer, 2003). Adolescents of
military deployed parents are more susceptible to depression, poor academic performance, and
high risk behaviors such as substance abuse and binge drinking than adolescents with civilian
parents (Vogt et al., 2016). Stress can increase the potential for adolescents to participate in risky
behavior and develop psychosocial morbidities (Link & Palinkas, 2013). Most adolescents
understand that a parent deployed to a combat zone may not return the same, psychologically and
emotionally, in turn increasing adolescents’ risk of psychosocial morbidity (Vogt et al., 2016),
including suicidal ideation, depressed mood, low quality of life, and impaired healthy
progression through adolescence (Cozza, Ryo, & Polo, 2005; Faber, Willerton, Clymer,
MacDermid, & Weiss, 2008; Flake et al., 2009; Lester & Flake, 2013; Link & Palinkas, 2013;
Romer, 2003).
Resilience is defined as “a dynamic process encompassing positive adaptation within the
context of significant adversity” (Luthar et al., 2000, p. 543). Resilience, in general, appears to
mitigate risk factors during times of adversity for children and adolescents and to be both a
predictive and a protective factor (Easterbrooks et al., 2013; McKnight & Loper, 2002; Romer,
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2003; Wadsworth et al., 2016). Resiliency may assist adolescents confronted with a combatdeployed parent to overcome the potential behavioral problems, risky behaviors, and poor school
performance documented by previous research (Easterbrooks et al., 2013; Fonseca, 2010;
Romer, 2003). Although research has examined resilience in service persons, research is lacking
that examines the development of resilience by adolescents or evaluates interventions that have
protected adolescents from behavioral problems.
The purpose of this review was to critically appraise published studies that have
examined the psychosocial effect of parental military combat on adolescents. In addition,
interventions, including those for suicidal ideation, depressed mood, low quality of life, and
impaired progress through adolescence, were examined with particular attention to those
promoting resilience. Gaps in the literature were identified that warrant further research.
Implications are generated for nursing, clinical, and public health practice. Three research
questions guided this integrative review:
1. What are the effects of parental military combat deployment on the psychosocial wellbeing of adolescents?
2. What measurable outcomes and sources of resilience have been evaluated in
adolescents of military-deployed parents?
3. What is known about the impact of family support on adolescent coping and resilience
within the context of having a combat-deployed parent?
Background
Numerous studies have documented the psychological and neuropsychological effects on
active duty service members (ADSMS) deployed to combat zones in Iraq, Afghanistan, and other
areas of the world (Marx et al., 2009). Many ADSMS suffer adverse psychological outcomes
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post-deployment including posttraumatic stress disorder, anxiety, depression, increased
irritability, nightmares, feelings of numbness and detachment, increased desire for risk taking,
substance abuse, and suicide (Cabrera, Hoge, Bliese, Castro, & Messer, 2007; McFarlane, 2009;
Seal, Bertenthal, Miner, Sen, & Marmar, 2007). However, insufficient evidence is available
regarding impacts, coping, and resilience of adolescents of military deployed parents (Cozza,
Lerner, & Haskins, 2014; Flake et al., 2009; Lincoln, Swift, & Shorteno-Fraser, 2008; Ohye &
Bui, 2016).
Deployment of one or more parents can have a negative effect on adolescents (Flake et
al., 2009; Lincoln et al., 2008). Separation from a parent for many months is difficult under
normal circumstances, but with the added consequences of possible injury or death, separation
during a military combat deployment is especially challenging (Cozza et al., 2005; Lester &
Flake, 2013; Lester et al., 2010). When parents are deployed to combat zones, adolescents are
appropriately anxious and fearful for the safety of their deployed parent (Cozza et al., 2005;
Lester & Flake, 2013). Adolescents with a deployed parent are also vulnerable to media reports
of deaths in war zones, and may even have peers who have lost a parent in combat, making their
fear that much more real (Cozza et al., 2005; Lester & Flake, 2013). Living with fear and anxiety
for months at a time makes adolescents susceptible for increased psychosocial morbidity,
including poor school performance and behavioral issues, such as increased high-risk behaviors
(Faber et al., 2008; Flake et al., 2009; Lester & Flake, 2013).
Veterans often return from combat deployments with morbidities including posttraumatic stress, anxiety, depression, suicidal ideation, other psychological problems, as well as
physical combat injuries (Lester et al., 2010; Ohye & Bui, 2016). The ability of psychologically
injured and physically injured ADSMS to parent effectively in light of their own problems is
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uncertain (Lincoln et al., 2008). For more than a decade, the military deployment of U.S.
personnel in support of Operation Enduring Freedom (OEF)/Operation Iraqi Freedom (OIF) has
brought significant stress to military families, including adolescents (Link & Palinkas, 2013).
The development of interventions for Veterans and their families promoting resilience, is
necessary to help mitigate potential adverse outcomes for adolescents and families (Easterbrooks
et al., 2013; Lincoln et al., 2008; Ohye & Bui, 2016).
Gaps in the Current Research
The Rand Deployment Life Study (2016) found that adolescents have rarely been asked,
directly, how they are coping with parental combat deployment (2016). Moreover, many studies
use survey methodology and rely on spouses of active duty service members to complete surveys
regarding their family members, which may not adequately present the perspective of
adolescents (Aranda, Middleton, Flake, & Davis, 2011; Chandra et al., 2010; Lester & Flake,
2013).
Current programs for promoting resilience for adolescents in the context of parental
combat deployment are insufficient (Cozza et al., 2014; Easterbrooks et al., 2013). Most research
on military children and youth has taken a deficit approach, looking at problems posed for
adolescents by parental combat deployment, rather than an assets approach, which seeks to
understand what helps adolescents thrive (Easterbrooks et al., 2013). With limited knowledge
regarding how young people develop adaptive coping mechanisms within the context of parental
combat deployment (Easterbrooks et al., 2013), more research is needed on the impact of
parental combat deployment on adolescents (Easterbrooks et al., 2013; Ohye & Bui, 2016). The
lack of understanding of children’s and adolescents’ resilience to mitigate risks they face in the
context of combat deployment is a critical priority to inform development of targeted
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interventions (Cozza et al., 2014). Perhaps most important is that the experience of military life
and parental combat deployment can affect the health of families long after service members’
deployment, and even after service members leave military life (Cozza & Lerner, 2013).
Theoretical Framework
The Ecological Risk/Protective Theory by Karen Bogenschneider (1996) guided this
review. Risks are derived from an epidemiologic focus, wherein adolescent risks, such as risky
sexual behaviors, drinking, and drug use, are targeted for interventions. The protective aspect of
the theory comes from resilience models, wherein it is found that providing protective
mechanisms mitigates risks. In the case of adolescents facing the deployment of a parent to a
military combat zone, protective factors (community support, strong family relationships, the
well-being of the at-home parent) can help diminish the inherent risk factors that prevail in this
context (Bogenschneider, 1996).
Ecologically, this theory recognizes that multiple factors influence people, including
adolescents (Bronfenbrenner, 1994). Incorporated into Bogenschneider’s theory is
Bronfenbrenner’s Ecological Theory, which recognizes a nested group of environmental
influences that affect potential change in persons (Bogenschneider, 1996). Bronfenbrenner’s
(1994) environmental influences include: microsystems (the interpersonal world), mesosystems
(the intrapersonal world), exosystems (linkages and processes between two or more settings),
macrosystems (overarching pattern of all other systems within a culture or subculture), and
chronosystems (changes over time). Environments are seen as contexts for development
(Bronfenbrenner, 1994; Wadsworth et al., 2016).
In this review, the application of the Ecological Risk/Protective Theory is appropriate as
adolescents participate in or are influenced by all of these systems. Conversely, each system
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affects adolescents. For example, research has shown that parental combat deployment impacts
children and adolescents in their academic performance, their behavior in school, their behavior
at home, as well as leading to increased anxiety and level of fear (Link & Palinkas, 2013). In
fact, adolescents are affected by interpersonal, intrapersonal, extrapersonal, and chronological
systems. Thus, Bogenschneider’s theory is well-suited to this population (Bogenschneider,
1996).
Because only one of the studies included in this review used a theoretical framework, the
studies were reviewed using The Ecological Risk/Protective Theory. Although authors of studies
in this review did not explicitly use this theory, they used language consistent with the theory.
The Ecological Risk/Protective Theory was applied to the studies in this review as deemed
appropriate by the authors.
Design and Methods
Whittemore & Knafl’s (2005) method for an integrative review includes problem
identification, comprehensive literature search, data evaluation, data analysis, and presentation.
The Stanford University Critical Stanford Critical Appraisal guidelines (Stanford University,
2006) criteria were used for critical appraisal of cross-sectional studies. The Critical Appraisal
Skills Programme (CASP) criteria were used to appraise qualitative studies of adolescent
functioning and family support (National CASP Collaborative, 2006) and Cochrane Public
Health criteria were used to appraise implementation studies (Higgins & Green, 2008). To
address the primary research questions, this review sought studies regarding the psychological
impact on adolescents whose parents are deployed to a combat zone, in particular, studies
regarding adolescent resilience, identification of adolescent strengths, and interventions that may
have been used in adolescents with combat-deployed parents to date. Additionally, studies
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addressing families and family supportive interventions were examined as what occurs in the
family inevitably affects the adolescent. The search was performed from review of published
literature from the following databases: OVID Medline, Cumulative Index to Nursing and Allied
Health Literature (CINAHL), PsycINFO, and Google Scholar.
The following MeSH terms were used: adolescent, resilience/psychological, military
personnel, parent, war, and parental deployment. These terms were used in various
combinations in all four databases. In addition to the database search, ancestry searching, hand
searching, and journal searching were conducted to ensure that no pertinent articles were missed.
Inclusion criteria included peer-reviewed studies, English-language studies published between
2001-June 2016, and studies pertaining to United States adolescents age 11-17 who experienced
a parent deployed to a military combat zone. Exclusion criteria included studies involving
children younger than 11 years of age or older than 17, articles that included Veterans other than
combat-related Veterans, articles with a focus incongruent to this study, and articles from
research studies that did not include outcome data (e.g., reports, reviews, editorials).
The Stanford University Critical Appraisal Guidelines tool (Stanford University, 2006),
the CASP criteria (Methodologies, 2006), and the Cochrane Public Health Program (Higgins &
Green, 2008) provided structure for decisions regarding data extraction. Figure 1 provides the
PRISMA diagram illustrating the search strategy.
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Identification

Figure 1: Integrative Review Flow Diagram

Studies identified using
computerized databases, ancestry
searching and journal searching
(n = 154)

Screening

Studies after duplicates removed
(n = 151)

Studies screened for
title/abstract

Studies excluded for lack
of relevance
(n = 122)

Eligibility

15151
(n = )
Full-text studies assessed
for eligibility
(n = 29)

Full-text articles excluded
per eligibility criteria
(n = 21)

Included

6 excluded due to age
6 excluded due to non-combatrelated
1 excluded for no outcomes
8 excluded for focus
incongruent with this study

Studies included in
integrative review
(n = 8)
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Results
Data extracted from each study is summarized in Table 1 including authors, study
purpose, sample/setting, study design, theoretical framework, type of intervention, data
collection methods, measurement tools, outcome effects and effect sizes, comments, limitations
and gaps, and level of evidence.
Table 1: Data Extraction Table for Integrative Review
Author, Title

Study Objectives

Study Design &
Application to
Theoretical
Framework

Findings &
Primary
Outcomes

Strengths &
Limitations

Critical
Appraisal

*Investigate
relationship between
parental military
deployment and
psychosocial
morbidity in children
and adolescents

*Observational,
Cross- Sectional
survey

*Adolescents with
deployed
parent reported
significantly
more psychological
difficulties than
military adolescents
without deployed
parent

*Recruited youth and
parents during
physical at large
military base

4/10 per
Stanford
Critical
Appraisal
Criteria

Risk Factor
Studies
Aranda, et. al., 2011
*Psychosocial
Screening in
Children with
Wartime-Deployed
Parents

*R
*E

*Uses Pediatric
Symptom Checklist
(PSC) and Youth selfreported PSC in
primary care setting

*Findings may overreflect
healthy, highfunctioning
adolescents. More
adverse effects found
in children and
adolescents with
deployed parents,
standard deviations
high—10.50 and 11.62
for children and
parents

*Findings not
generalizable to
adolescents who do
not live on base and
receive medical care
there

*Predicted effect of
gender difference was
not significant (p=30)
*Post hoc analysis
showed study
underpowered for “at
risk” group
Chandra, et. al.,
2010
*Children on the
Homefront: The
Experience of
Children from
Military Families

*Describe health and
well-being of children
age 11-17 years of
age, from military
families, from
perspective of the
child and nondeployed parent

*Cross-Sectional
Descriptive
*R
*E

*Adolescents enrolled
in
study had more
emotional
difficulties compared
with
national average

*Information from
Camp Purple
participants may not
be generalizable to
greater adolescent
population who
experienced combatdeployment

4/10 per
Stanford
Critical
Appraisal
Criteria
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*Sample recruited
from Camp Purple
sites, a free camp for
children of military
service members, at
63 sites nationwide

*Assesses experience
of deployment for
children age 11-17
and how it differs
based on deployment
length

*Adolescents and
non-deployed home
caregivers assessed by
telephone interviews
consisting of existing
measures (survey
methodology)

Mmari, 2009
*When a Parent
Goes off to War:
Exploring the Issues
Faced by
Adolescents and
Their Families

*Explore
consequences of
parental deployment
for adolescents and
their families

*Qualitative

*Identify potential
strategies that may
help adolescents cope
with a parent’s
deployment

*Focus groups
consisted of military
students, parents,
and school
personnel; and
consisted of 30
participants in each
group

*11 focus groups
conducted at 5
military installations

*Results suggest
parental combat
deployment with
prolonged family
separation increased
changes in
adolescents’ stress
and anxiety
*Adolescent boys
were at increased risk
for externalizing
problem behaviors

*E

*Adolescent WellBeing in Washington
State Military
Families

*Examine
associations between
parental military
service and
adolescent well-being

*Cross-sectional
cohort study
*R
*E

*National averages
used for comparison
data were dated from
2001, prior to the
events of 9/11,
*Small sample size,
low response rate,
and sample bias
*Surveys not
adequately validated
for face and content
validity or internal
consistency
*Mmari’s research
statement unclear
*Recruitment strategy
not entirely
transparent, which
may have created
potential bias

3/10 per
CASP Critical
Appraisal
Criteria

*Representation by
National Guard and
Reserve families not
present
*Conducting study on
military bases may
have contributed to
bias

*R

Reed, 2011

of a parent

*8th grade girls who
experienced parental
military combat
deployment
experienced increased
thoughts of suicide.
*8th grade boys in
same context showed
increased odds of low
quality of life and
thoughts of suicide
*Findings the same
for both genders of
10th and 12th grade
adolescents
*Examination of
associations between
parental military
service and
adolescent wee-being
conducted on large
scale on military
installation in
Washington State
*Data for study came
from 2008

*Study’s primary
independent variable
was parental military
service within the last
6 years
*Dependent variables
included three selfreported outcomes of
the Healthy Youth
Survey: quality of life,
depressed mood, and
thoughts of suicide
*Fact that study was
conducted on a
military base likely
under-represents
National Guard and
Reservist adolescents
*Only three indices
examined. Perhaps if
additional indices
from survey were
examined, results
would have been
different

4/10 per
Stanford
Critical
Appraisal
Criteria
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Washington Healthy
Youth Survey
administered to 8th,
10th, and 12th graders
every other year

Protective
Factor Studies
Lester, et. al., 2011
*Families
Overcoming Under
Stress:
Implementing
Family-Centered
Prevention for
Military Families
Facing Wartime
Deployments and
Combat Operational
Stress

Lester, et. al., 2016
*Evaluation of a
Family-Centered
Preventive
Intervention for
Military Families:
Parent and Child
Longitudinal
Outcomes

*Describe the
development and
implementation of
Families Overcoming
Under Stress (FOCUS)
program for military
families

*Implementation
*P
*E

*Present a case study
using the FOCUS
program

*Evaluate, in
secondary analysis,
longitudinal
outcomes of FOCUS
program in military
families and children,
with a high level of
stress, related to
parental wartime
military service

*Families who
participated in FOCUS
showed improvement
in psychological health
outcomes

*FOCUS is truly
implementation
science as opposed to
evidence-based
science

*Rooted in broad
conception of family
resilience

*FOCUS was rolled
out at time of ‘need’
before testing could
be done of
methodology

*Facilitator helps
generate a family
conversation to help
families work as a
team

*Observational
evaluation study
*P
*E

*Improvement in
psychological health
outcomes occurred in
parents, boys and girls
*Reductions in
unhealthy family
functioning and child
anxiety symptoms, as
well as parental
depression, anxiety,
and post-traumatic
symptoms from intake
to follow-up were
observed
*Secondary analysis of
evaluation data from
the FOCUS study was
conducted

Meadows, et. al.,
2016
*The Deployment
Life Study:
Longitudinal
Analysis of
Military Families
Across the
Deployment Cycle

*Gather data to
evaluate the effects
of deployment on
service members,
spouses, and their
children

*Cross-Sectional
Longitudinal

*Identify families best
able to withstand
strains of
deployment; to
identify coping

*P

*Collected data
throughout
deployment cycle

*E

*Longitudinal
regression models
with family-level
random effects used
to assess patterns of
change in child and
parent psychological
outcomes over time
*Life during
deployment was
stressful in a number
of
manners
*Compared with
matched sample
without deployment
experience

*Authors readily
admit FOCUS program
not subject to
rigorous scientificallybased testing
*Limited by open trial
design of program by
evaluation of an
existing data set
*Authors
acknowledge optimal
design would have
been a randomized
controlled trial (RCT)

7/12 per
Cochrane
Public Health
Critical
Appraisal
Criteria

7/12 per
Cochrane
Public Health
Critical
Appraisal
Criteria

*RCT was not possible
with rapidly evolving
public health need of
implementation
science provided by
FOCUS

*Study encompassed
cohabitating couples
with one active duty
service member with
a child, 11-17, if
available
*Criteria for eligibility
limit number of
adolescents who may
have otherwise been
able to respond

4/10 per
Stanford
Critical
Appraisal
Criteria
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strategies that
characterize these
families

Mmari, 2010
*Exploring the Role
Of Social
Connectedness
Among Military
Youth:
Perceptions from
Youth, Parents,
and School
Personnel

*Identify which
families are most
vulnerable to
negative
consequences of
deployment to target
those families for
extra support
*Identify main
stressors affecting
adolescents with a
parent that is a
military service
member
*Explore role of social
connectedness
among military
parents and their
adolescent children
*Examine potential
strategies for coping
with challenges of
living in a military
family

*Qualitative
*Secondary
Analysis of Data
from the Author’s
primary 2009
study
*P
*E

*Same focus groups
from author’s 2009
study used. Findings
suggest significant
stressor for
adolescents was fear
of having parent
deployed to
war
*If a parent was
deployed to war,
stressors continued
over separation and
reintegration of
deployed
parent
*Researchers posit
social connections can
help with deployment.
Adolescents eligible if
they had one parent
stationed on a base
and had experienced
at least one militaryrelated move. Semistructured interviews
used

*Study included
adolescents who had
a parent stationed on
a military base

3/10 per
CASP critical
appraisal
criteria

*Findings not
representative of all
adolescents who
experienced combatdeployment of a
parent because many
adolescents did not
have a parent
stationed on a military
base
*Many limitations of
Mmari’s 2009 study
apply to this study
*There may be bias as
study was conducted
on military bases
*National Guard and
Reservists not likely to
be represented
*Recruitment strategy
unclear
*Questions in semistructured interviews
not transparent

Legend for Theoretical Framework: P = protective factors; R = risk factors; E = exosystems
The Stanford Critical Appraisal Guidelines with a scale of 1-10 were used to appraise cross-sectional studies, the Cochrane
Public Health Critical Appraisal Criteria with a scale of 1-12 were used to appraise implementation studies, and The Critical
Appraisal Skills Programme (CASP) with a scale of 1-10 was used to appraise qualitative studies
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The eight retained studies included three cross sectional studies; one implementation
study encompassing a case study with a primary and secondary analysis; one cross-sectional,
prospective/retrospective impact study; and two qualitative studies by the same author based on
the same data (Aranda, Middleton, Flake, & Davis, 2011; Chandra et al., 2010; Lester, Liang,
Milburn, Mogil, Woodward, Nash, & Saltzman, 2016; Lester et al., 2011; Meadows, Tanielian,
& Karney, 2016; Mmari, 2009; Mmari, Bradshaw, Sudhinaraset, & Blum, 2010; Reed et al.,
2011). Of those, four studies addressed the ‘risk’ aspect of the Ecological Risk/Prevention
Theory (as well as research question #1: What are the effects of parental military combat
deployment on the psychosocial well-being of adolescents?) (Aranda et al., 2011; Chandra et al.,
2010; Mmari, 2009; Reed, Bell, & Edwards, 2011). The remaining four studies (a qualitative
secondary analysis of data from a primary study; a cross-sectional longitudinal study; and an
implementation research study using focus groups with primary and secondary analysis)
addressed the ‘protective’ aspect of the Ecological Risk/Prevention Theory (as well as research
questions #2 and #3--#2: What measurable outcomes and sources of resilience have been
evaluated in adolescents of military-deployed parents?; and #3: What is known about the impact
of family support on adolescent coping and resilience?) (Lester, 2011; Lester, Liang, Milburn,
Mogil, Woodward, Nash, Aralis, et al., 2016; Mmari, 2009; Mmari, Bradshaw, Sudhinaraset, &
Blum, 2010). Intervention impacts were examined targeting resilience, family support systems,
and social connectedness.
All of the studies in this review fit into the exosystem category—linkages and processes
that occur between two or more settings (Table 1).
Risk Factor Studies
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Four studies published between 2009 and 2016 fit under the ‘risk’ factor of the applied
theoretical framework (Aranda et al., 2011; Chandra et al., 2010; Mmari, 2009; Reed et al.,
2011). These four studies fell within the ‘risk’ factor category of the theoretical framework
because they explored and identified risk factors and adverse psychosocial effects for adolescents
and families related to parental combat deployment.
One of the four studies articulated specific aims (Chandra et al., 2010). The two aims of
that study were to describe the health and well-being of children of military families from the
perspective of the child and the nondeployed parent and to assess the experience of deployment
for children and how it varies according to total months of deployment and military service
component (Chandra et al., 2010). While specific aims were not articulated in the other studies
falling under the ‘risk’ factor of the theoretical framework, objectives of the other three studies
included exploring the consequences of parental deployment for adolescents and their families
(Mmari, 2009), identifying strategies that may help adolescents cope with parental deployment
(Mmari, 2009), investigating parental military deployment and symptoms for psychosocial
morbidity in children aged seven to seventeen (Aranda et al., 2011), and exploring associations
between parental military service and adolescent well-being (Reed et al., 2011).
Reported sample size of these studies included Reed’s sample or three evaluated
outcomes of the Washington Youth Survey: quality of life (n = 9565), thoughts about suicide (n
= 9964), depressed mood (n = 9986) (Reed et al., 2011). Chandra’s study had a combined
sample of 1507 military children, aged 11-17, and non-deployed caregivers (Chandra et al.,
2010). Aranda’s study had a sample of 106 parents and 72 youth (Aranda et al., 2011). Mmari’s
sample size included 39 students, 24 parents, and 35 school personnel (Mmari, 2009).
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Designs of the studies included a focus group protocol (Mmari, 2009), an observational
cross-sectional study (Aranda et al., 2011), a cross-sectional study using computer-assisted
telephone interviews (Chandra et al., 2010), and a cross-sectional cohort study (Reed et al.,
2011). Methods included constant comparison (Mmari, 2009) and use of the following measures:
Pediatric Symptom Checklist, Youth Pediatric Symptom checklist (Aranda et al., 2011), the
Screen for Child Related Emotional Disorders (SCARED), the Problem Behavioral Frequency
Scale, the Strengths and Difficulties Questionnaire, the Pediatrics Quality of Life Inventory, the
Teen Depression Awareness Project, the Mental Health Inventory, and scales created specifically
for the study (Chandra et al., 2010). Additional measures included three items on the Washington
State Healthy Youth Survey on three outcomes: quality of life, suicidal thoughts, and depressed
mood (Reed et al., 2011).
Analyses of the studies included constant comparison (Mmari, 2009), a series of
independent t-tests (Aranda et al., 2011), multivariate linear regression analyses (Aranda et al.,
2011; Chandra et al., 2010), and multivariate logistic regression analyses (Reed et al., 2011).
Findings of the four studies associated with ‘risk’ factors included that parents of a child or
adolescent with a deployed parent are at increased vulnerability for elevated internalizing and
externalizing symptoms as well as attention scores (Aranda et al., 2011; Reed et al., 2011). The
at-home non-deployed caregiver’s mental health was significantly associated with child and
adolescent well-being (Chandra et al., 2010). Longer duration and multiple occasions of parental
deployment, as well as poorer non-deployed caregiver mental health, were significantly
associated with increased challenges for adolescents during deployment, as well as following
deployment, during reintegration (Aranda et al., 2011; Chandra et al., 2010). In addition, there
was a positive correlation between number of deployment months and child and adolescent
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difficulties (Chandra et al., 2010). Findings suggested that families who experienced more total
months of parental deployment may benefit from targeted support to deal with stressors that
occur over time (Chandra et al., 2010). Mmari (2009) suggested that parents need to be better
prepared to handle stressors following a deployment, while school personnel would benefit from
special training when working with military youth with a deployed parent (Mmari, 2009). Living
in on-base housing was related to fewer deployment challenges for families and adolescents
(Chandra et al., 2010). Additional findings suggested that military, school, and community-based
interventions are needed to improve the well-being of military families and decrease the
psychosocial risks associated with combat deployments (Reed et al., 2011).
Limitations of the above studies included a cross-sectional design, whereby causality
cannot be inferred (Aranda et al., 2011; Chandra et al., 2010; Reed et al., 2011) and relatively
small sample size (Aranda et al., 2011; Mmari, 2009). Another limitation included unclear
recruitment strategy and recruitment only of military families living on a military base (Mmari,
2009). Self-reporting of data was an additional limitation, as was a relatively weak measure of
socioeconomic status (Reed et al., 2011).
The above studies (Aranda et al., 2011; Chandra et al., 2010; Mmari, 2009; Reed et al.,
2011) addressing the ‘risk’ factor of the Ecological Risk/Prevention Theory also answer the first
research question: What are the effects of parental military combat deployment on the well-being
of adolescents?
Protective Factor Studies
Four studies published between 2010 and 2016 addressed the ‘protective’ factor from the
Ecological Risk/Prevention Theory (Lester, Liang, Milburn, Mogil, Woodward, Nash, &
Saltzman, 2016; Lester et al., 2011; Meadows, Tanielian, et al., 2016; Mmari et al., 2010). These
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studies pertain to the ‘protective’ factor of the applied theoretical framework because they offer
suggestions and possible interventions to help mitigate the risk-related problems associated with
combat deployment for adolescents and families.
Three were Department of Defense studies (Lester, Liang, Milburn, Mogil, Woodward,
Nash, & Saltzman, 2016; Lester et al., 2011; Meadows, Tanielian, et al., 2016). The fourth was a
qualitative study (Mmari et al., 2010) using data from a prior primary study (Mmari, 2009).
None of the studies articulated a specific aim. Two studies’ objectives were the
description and evaluation of the Families Overcoming Under Stress (FOCUS) program
including developing a culture of support for family psychological health, developing a full
continuum of excellent care for combat-impacted military families with sufficient and
appropriate resources, and involving visible empowered leaders to help bring about positive
change (Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016; Lester et al.,
2011). The objective of the third study described and evaluated the Deployment Life Study,
including quality of marital relationships; psychological, behavioral and physical health of
family members; emotional, behavioral, social, and academic well-being of children and
adolescents; and military integration, including attitudes toward military service and intention for
retention (Meadows, Tanielian, et al., 2016). The objectives of the fourth study examined
stressors affecting adolescents with a combat-deployed parent, with exploration of the role of
social connectedness (Mmari et al., 2010).
Mmari (2010) used family stress theory to understand each family members’
understanding and reaction to life stressors, and social connectedness to identify perceptions of
belonging with family members, peers and community. The three other studies (Lester, 2011;
Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016; Meadows, Tanielian, et al.,
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2016) were not guided by a stated theoretical framework, but they addressed risk and protective
factors.
Three studies reported information on subjects. One study reported a sample of 3,499
parents and 2,724 adolescents (Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman,
2016), another study reported a sample of 24 parents and 39 adolescents (Mmari et al., 2010),
and a third study had a recruitment sample of 2,724 ADSMs (Meadows, Schell, et al., 2016).
Designs of the four studies included a descriptive study of an implementation trial using a
family narrative approach; a secondary evaluation and analysis of the implementation study
(Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016); a cross-sectional,
longitudinal study encompassing nine waves of interviews of married service members eligible
for combat deployment, their spouses, and their 11-17 year old child, if available (Meadows,
Tanielian, et al., 2016); and a qualitative secondary analysis of data, using focus groups of
military youth, military parents, and school staff (Mmari et al., 2010).
Methods included standardized assessments of children’s, parents’ and families’ social,
behavioral and emotional adjustment and coping using the following measures: the Resilience
Check-In, the Brief Symptom Inventory, and the Strengths and Difficulties Questionnaire
(Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016; Lester et al., 2011). Also
used was focus group protocol (Mmari, 2009; Mmari et al., 2010). Additionally, interviews were
conducted including unspecified instruments measuring a wide range of variables important to
understanding how the economic, social, and psychological well-being of military families’
changes over the deployment cycle (Meadows, Tanielian, et al., 2016).
Analysis included longitudinal regression models with family-level random effects
(Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016); trajectory models of
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outcomes across the deployment cycle (Meadows, Schell, et al., 2016); and a constant
comparison approach (Mmari et al., 2010). Significant findings from these studies follow. Some
findings from the studies showed enhanced protective factors. For example, families who
participated in the FOCUS program showed improvement in psychological health outcomes and
reductions over time in unhealthy family functioning including child anxiety symptoms, parental
depression, parental anxiety, and parental posttraumatic stress symptoms (Lester, Liang,
Milburn, Mogil, Woodward, Nash, & Saltzman, 2016). At the same time, life for families during
combat-deployment was stressful, including couples being less satisfied with marriage
(Meadows, Tanielian, et al., 2016). Also, post-deployment family stress included increased
levels of psychological and physical aggression (Meadows, Tanielian, et al., 2016). Negative
psychological consequences of deployment were associated with a higher risk for negative
family outcomes for service members and their spouses post-deployment (Meadows, Tanielian,
et al., 2016). On a positive note, participation in Family Readiness Groups increased favorable
family outcomes by increasing more successful adaptation to combat deployment (Meadows,
Tanielian, et al., 2016). Moreover, social connectedness, including a feeling of closeness, a
perceived bond between others, living on a military base, and a sense of belonging with one’s
family members, peers, and community, helped mitigate combat-deployment stressors for
families and served as a protective factor (Mmari et al., 2010).
The four studies falling under the ‘protective’ aspect of the Ecological Risk/Prevention
Theory (Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman, 2016; Lester et al., 2011;
Meadows, Tanielian, et al., 2016; Mmari et al., 2010) addressed this review’s research questions
#2 and #3: 2) What measurable outcomes and sources of resilience have been evaluated in
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adolescents of military combat-deployed parents?; and 3) What is known about the impact of
family support on adolescent coping and resilience?
Limitations of the four studies include that criteria for the Deployment Life Study:
cohabitating, married couples with one active duty service member and one child age 11-17, if
available, and the limited the number of adolescents who may have been able to respond
(Meadows, Tanielian, et al., 2016). Additionally, Mmari’s recruitment strategy was unclear, and
recruitment included only families who were stationed on a military base (Mmari et al., 2010).
Critical Appraisal Criteria for the Synthesized Studies
Overall critical appraisal assessment scores for the studies included in this review are
shown in Table 1. None of the eight studies in this review met full criteria of the critical
appraisal programs used for that study type. All of the studies were deficient in several of the
Stanford, CASP or Cochrane criteria variables. The findings of critical appraisal are delineated in
Table 1.
Discussion
This review on the effect of adolescents with parents deployed to military combat zones
suggests that adolescents in this population are at increased vulnerability for psychosocial
morbidities, risky behaviors, and behavioral problems. However, there have not been enough
studies conducted yet to make this assertion with a level of certainty, based on scientifically
tested evidence and comparison groups.
Prior to being able to assert that parental impact on adolescents creates potential adverse
impacts, additional studies must occur. These studies will need to be conducted with increased
rigor to stand up to critical appraisal from sources such as Stanford, CASP, and Cochrane critical
appraisal guidelines. Once the impact studies are numerous enough and the evidence is rigorous
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enough, interventions can be explored more effectively, including interventions encompassing
resilience.
Additionally, the scientific community would benefit from studies that inquire of
adolescents, themselves, their perceptions related to coping with a parent being combatdeployed. Moreover, studies that examine the effects of adolescents over time, beyond simply
the deployment and immediate post-deployment period are important, as parental combatdeployment has been found to have life-long effects on family members (Cozza & Lerner, 2013).
Studies thus far show that parental combat deployment is associated with increased levels
of adolescent depression and stress (Chandra et al., 2010; Mmari, 2009; Reed et al., 2011). In
addition to the adolescent, deployment affects families by leaving a strain on the parent left at
home. Adolescents realize this, and to a large degree, the manner in which the adolescent fares
during parental deployment is based on the status of the at-home parent’s mental and physical
health (Aranda, Middleton, Flake, & Davis, 2011; Flake et al., 2009; Lester & Flake, 2013). If
the “at-home” parent is under increased stress due to the deployment, as well as other issues
including financial problems, health issues, or psychological issues, those stressors increase an
adolescent’s risk for negative changes in their own behavior, increase the probability for
engaging in risky behaviors, and increase the likelihood of developing mental health issues
(Aranda et al., 2011; Chandra et al., 2010; Huebner & Mancini, 2005).
Limitations
Studies on the topic of adolescents and parental deployment are still in a relative early
stage. Few rigorously designed studies exist, and the majority of existing studies do not have
adequate critical appraisal scores. This limits the potential value and impact of this review.
Conclusions and Implications
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Further research is necessary to gain a greater understanding of the factors affecting
adolescents who experience parental combat deployment and to begin to formulate interventions
to enhance resilience and mitigate psychosocial risks in this population. This topic has significant
research gaps, in particular, relatively few studies have focused on the effect of parental military
deployment on adolescents, specifically. Additional impact studies should be conducted to
demonstrate more precisely what the potential adverse outcomes are. There is a need for studies
that ask adolescents, themselves, how they coped with parental combat deployment and what
skills were useful. Longitudinal studies are needed that examine the effect of parental combat
deployment in the years following deployment, as studies have found lifelong effects on family
members, including adolescents, from the combat deployment of a parent. A stronger evidence
base is needed to develop and evaluate interventions to increase resilience for adolescents with
parents deployed to military combat zones. The continued investigation of resilience, risk, and
protective factors holds much potential for developing effective interventions for this vulnerable
adolescent population. Nurses will play a significant role in this process, along with other
clinicians.
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Abstract
Introduction: Post-deployed combat service members often present with posttraumatic stress
disorder (PTSD) and depression. While considerable research has been conducted in this field,
more research is warranted to explore deployment-related risk and protective factors and their
relationship with PTSD and depression.
Methods: This study represents a secondary analysis of data collected from treatment seeking
Veterans with PTSD. Measures included the Deployment Risk and Resilience Inventory (DRRI),
the Beck Depression Inventory (BDI-II), and the Posttraumatic Stress Disorder ChecklistMilitary (PCL-M). Linear regression analyses were conducted regarding relationships between
combat-related psychopathology and the following DRRI variables: combat exposure; combat
concerns during deployment; family stressors and life events during deployment, post-battle
experiences during deployment; post-deployment life events; and post-deployment social
support. We also examined post-treatment BDI-II and PCL-M scores in terms of aforementioned
DRRI factors to determine whether these factors affected treatment outcomes.
Results: Increased scores on the DRRI risk-related subscales, including: combat experiences;
combat concerns during deployment; family stressors and life events during deployment; postbattle experiences during deployment; post-deployment life experiences and stressors, led to
higher scores on the BDI-II and PCL-M at baseline and 12 weeks post-treatment. However,
significance in the relationships between combat-related risk factors and depression and PTSD
decreased post-treatment. Post-deployment social support was significantly related to
improvement in post-treatment PTSD and depression.
Conclusions: The DRRI variables of combat exposure; combat concerns during deployment;
family stressors and events during deployment; and post-deployment life stressors, were
identified as four key risk factors for increased scores on the PCL and BDI, pre- and posttreatment. Post-deployment social support was found to be a key post-treatment protective factor
for combat-deployed soldiers, decreasing intensity of PTSD and depressive symptoms, 12 weeks
post-treatment.
Keywords: military deployment, risk, resilience, depression, post-traumatic stress
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Relationships of Risk and Resilience, Depression, and Posttraumatic Stress Disorder in
Post-Combat Deployed Soldiers
Introduction
Combat deployments create numerous stressors for military families and service
members during and after deployments. Deployment-related stressors lead to increased
susceptibility to depression and posttraumatic stress disorder (PTSD) among returning combatdeployed service members. Approximately 14% of Operation Enduring Freedom (OEF) and
Operation Iraqi Freedom (OIF) service members from a large nationally representative sample
evidenced symptoms of depression and posttraumatic stress disorder (PTSD), post-deployment
(Vogt et al., 2016). These mental health issues make it more difficult for returning active duty
service members (ADSMs) to reintegrate with their families and return to their pre-deployment
lives (Foran, Wright, & Wood, 2013; Paley et al., 2013). Moreover, these problems may
seriously impair the quality of life and functionality of returning ADSMs (Link & Palinkas,
2013; Vogt et al., 2016). Families of returning soldiers with PTSD and depression have been
found to be adversely affected by a soldier’s psychosocial morbidities, as well (Vogt et al.,
2016).
In addition to the issues noted above, the problem of combat-related stressors leading to
post-deployment adverse psychosocial morbidities is significant because research has shown that
post-deployment psychological issues, including PTSD and depression, can lead to suicidal
ideation, increased reckless behaviors, including increased alcohol and drug use, child
maltreatment, increased relationship problems, increased prevalence of divorce, and diminished
family functioning, among other issues (Blow et al., 2013; Foran et al., 2013; Gibbs, Martin,
Kupper, & Johnson, 2007; Knobloch & Theiss, 2012; Pietrzak, Goldstein, et al., 2010).
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Resilience in post-combat deployed service members, however, has been found to help diminish
post-combat Veterans’ susceptibility to developing these morbidities (Simmons & Yoder, 2013).
Bogenschneider’s ecological risk/protective theory (1996) was used to examine the
variables within this study. This theoretical framework combines ‘risk’ theory with ‘protective’
theory within an ecological setting. Risk factors are risk processes defined as health hazards with
an epidemiologic focus. Protective factors facilitate positive behavior and resilience
(Bogenschneider, 1996). In this theory, risk factors, protective factors, and ecological aspects of
a given situation are interdependent (Bogenschneider, 1996).
The purpose of this study was to examine risk and protective factors from the
Deployment Risk and Resilience Inventory (DRRI) and to explore their relationships with preand post-treatment Posttraumatic Stress Disorder Checklist-Military (PCL-M) and Beck
Depression Inventory (BDI) II scores in a sample of post-combat Veterans with PTSD at
baseline. Protective factors would be evaluated as variables that help enhance resilience in this
population, thereby mitigating the potential adverse effect of risk factors. Relationships would be
explored ecologically, across various social systems and networks.
A goal of this study was to examine relationships between DRRI variables, BDI-II
scores, and PCL-M scores at baseline to see if increased DRRI risk factors were associated with
increased BDI-II and PCL-M scores. The hypothesis was that increased DRRI risk factors would
be associated with increased BDI-II and PCL-M scores. A secondary goal was to examine
whether or not these relationships changed 12 weeks post treatment initiation. The hypothesis
was that, with treatment, PCL-M and BDI-II scores would decrease.
Method
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This study represents a secondary analysis of a data set collected during a treatment
outcome study for PTSD, comparing in-person to home telehealth delivered exposure therapy
(Acierno et al., 2016).
Subject Characteristics
The data set for this secondary analysis came from Acierno et al., 2016 and their study on
behavioral exposure treatment. The initial sample included 219 males and 13 females, including:
117 white, 110 black, 2 Hispanic, and 3 other. Participants were recruited through referrals by a
provider to a Veterans Administration (VA) PTSD clinic in the southeast region. To meet criteria
for inclusion, subthreshold or full criteria PTSD was necessary (see explanation of scoring
below), as measured by the PTSD Clinician-Administered PTSD Scale (CAPS) (Acierno et al.,
2016). A total of 232 respondents presented for their first treatment session (of the cohort from
the data set) (Acierno et al., 2016). One hundred and eighty-four participants completed five or
more sessions of treatment. Veterans from three major conflicts were included in the data set:
Operation Enduring Freedom/Operation Iraqi Freedom/Operation New Dawn (OEF/OIF/OND),
Persian Gulf, and Vietnam (Acierno et al., 2016).
The mean age of participants was 45.6 years and about 50% were employed.
Approximately half of the sample included OEF/OIF/OND Veterans (50.9%, n=118), with the
other half comprised of Vietnam era Veterans (25.4%, n=59) and Persian Gulf War Veterans
(23.7% n=55). The majority of participants met full criteria (scoring 40-59 on CAPS) for PTSD
(77.2%), and approximately one quarter (23.7%) met CAPS criteria for subthreshold PTSD
(scoring 20-39). CAPS scores over 80 are considered extreme PTSD (Weathers, Keane, &
Davidson, 2001) (Acierno et al., 2016). Repeat assessments were conducted at four intervals:
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baseline (pretreatment), posttreatment (12 weeks), after treatment ended, and at the 12-month
follow-up (Acierno et al., 2016).
Measures
Measures used in this study include the Beck Depression Inventory (BDI-II, hereon
interchangeably used with ‘BDI’) (Beck, Steer, & Brown, 1996), the Posttraumatic Stress
Checklist-Military (PCL-M, hereon interchangeably used with ‘PCL’) (Weathers, Litz, Herman,
Huska, & Keane, 1993), and the Deployment Risk and Resilience Inventory (DRRI) (King et al.,
2006). The PCL-M is a 17-item measure designed to assess Diagnostic and Statistical Manual of
Mental Disorders, 4th Edition (DSM-IV) PTSD symptom severity in military service members
(Weathers et al., 1993). The PCL-M has demonstrated excellent internal consistency and
excellent test-retest reliability in a range of populations (Orsillo, 2002). It also has proven
convergent validity with other measures of PTSD (Orsillo, 2002). Psychometrics of the PCL-M
include: test-retest reliability at .70; internal consistency between .40-.80; and convergent and
discriminant validity at .64 (Wilkens, Lang, & S, 2011). Scoring of the PCL-M items is done on
a 1-5 Likert scale (Price, Gros, Strachan, Ruggiero, & Acierno, 2012). The range of possible
scores on the PCL-M is 17-85. Scoring greater than or equal to 38 represents probable PTSD
(Cederbaum, Wilcox, Sullivan, Lucas, & Schuyler, 2017).
The BDI-II is a 21-item measure designed to assess the cognitive, affective, behavioral,
motivational, and somatic symptoms of depression in adults and adolescents (Beck et al., 1996).
The BDI-II has demonstrated excellent test-retest reliability, excellent internal consistency, and
discriminant and convergent validity across multiple samples (Beck et al., 1996). Specific
psychometrics of the BDI-II include: high levels of internal consistency at coefficient alpha of
.89 and convergent validity between the BDI and BDI-II at p<.001. Items of the BDI-II are
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measured on a 0-3 Likert scale (Price et al., 2012). BDI-II score cutoffs are as follows: 0-9
indicates minimal depression; 10-18 indicates mild depression; 19-29 indicates moderate
depression; and scores above 30 are indicative of severe depression (DeBeer et al., 2014).
The DRRI is the product of an extensive process to develop and produce a
comprehensive group of scales to assess deployment-related factors implicated in the mental
health and well-being of military Veterans (Vogt, Proctor, King, King, & Vasterling, 2008).
Emphasis in developing the DRRI was placed on the assessment of resilience factors and
situational risk factors within the unique context of military deployment (King et al., 2006). A
primary feature of the DRRI is that it provides a multi-dimensional conceptualization of the
combat deployment experience (Vogt et al., 2008). The DRRI consists of 14 subscales which
include two pre-deployment subscales (prior stressors, and childhood family environment), and
ten subscales related to the deployment experience itself (combat experiences; combat concerns
or perceived threat; aftermath of battle events; difficult living and working environment; sense of
preparedness; nuclear, biological and chemical exposures; concerns about life and family
disruption; sexual harassment; and general harassment) (Vogt et al., 2008). Additionally, the
DRRI contains two post-deployment subscales (post-deployment social support, and postdeployment life stressors and events) (Vogt et al., 2008). Any one or more of these subscales
may be used individually, while the full set of scales may be administered as a whole (Vogt et
al., 2008). Examples of items from the DRRI include: the post-deployment social support
subscale— “There are people I can talk to about my deployment experience” (Vogt et al., 2008,
p.395); and the combat exposure subscale— “…my unit engaged in battle in which it suffered
casualties” (Vogt et al., 2008, p. 396).
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Six DRRI variables were chosen for this study: combat experiences during deployment;
combat concerns or perceived threat during deployment; concerns about family stressors and life
events during deployment; aftermath of battle (or post-battle experiences) during deployment;
post-deployment life events and stressors; and post-deployment social support. The focus of this
dissertation was to explore effects of combat on service members and families. The six DRRI
variables were chosen as they were deemed representative of the combat experience for service
members and families, as well as the post-combat experience when service members return to
family and loved ones.
Research shows that the psychometrics for DRRI reliability and validity have proven
strength (King et al., 2006). Regarding reliability, for 5 of the 6 DRRI variables chosen for this
study (combat experiences; combat concerns; family stressors and life events during deployment;
post-battle experiences during deployment; and post-deployment social support), alpha
coefficients are greater than .84 (King et al., 2006). For the sixth variable used in this study
(post-deployment life events and stressors), the alpha coefficient is .72 (King et al., 2006).
Regarding validity, a prior study showed a large majority of correlations between DRRI
variables and physical, neurocognitive and mental health outcomes were significant at p<.01
(King et al., 2006). Scoring of the DRRI varies among subscales. Of the 6 subscales chosen for
this study, scoring was as follows: combat experiences--a yes/no score with 20 items; combat
concerns--a 1-5 Likert scale with 15 items; family stressors and life events during deployment--a
1-4 Likert scale with 14 items; post-battle life events and experiences during deployment--a
yes/no score with 10 items; post-deployment life events and stressors--a yes/no score with 17
items; and post-deployment social support--a 1-5 Likert scale with 15 items.
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The DRRI subscales chosen for this study can be divided into risk and protective
measures, as framed by the study’s ecological risk/protective theory. DRRI risk factor measures
in this study include the subscales of: combat experiences, combat concerns, family stressors and
concerns during deployment, post-battle life events and experiences, and post-deployment life
events and stressors. The sole protective DRRI measure selected for this analysis was postdeployment social support.
Data Analytic Plan
The goal of this study was to examine the relationship between DRRI risk and protective
factors with PTSD and depression in a sample of post-combat Veterans with pre-treatment
PTSD. To explore the relative significance, linear regressions were run between baseline PCL
and baseline BDI and the selected DRRI subscales (combat experiences; combat concerns during
deployment; current family stressors during deployment; post-battle experiences during
deployment; post-deployment social support; and post-deployment life stressors and events).
Linear regressions were also conducted, post-treatment, to explore whether these relationships
changed. The following aims guided this study:
1. To evaluate the relationships of depression and PTSD with combat experiences; combat
concerns during deployment; current family stressors during deployment; post-battle
experiences during deployment; post-deployment social support; and post-deployment
life stressors and events, within a risk and protective factors theoretical perspective.
2. To examine if these relationships (in AIM 1) changed post-treatment (12 weeks following
treatment initiation).
Results
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Because this study was framed by ecological risk/protective factor theory
(Bogenschneider, 1996), the results presented below note relationships of DRRI risk factors and
DRRI protective factors. An overview of the results shows that as DRRI risk factor variables
increase, BDI and PCL scores increase. As the DRRI protective factor increases, BDI and PCL
scores decrease, assessed at 12-weeks post-treatment. Additionally, linear regressions show
increased significance in the relationship between pre-treatment BDI/PCL scores and DRRI risk
variables as compared with post-treatment BDI/PCL scores (see Tables 1-5 below).
Data and Analysis
Table 1 presents a descriptive analysis of study variables. Among dependent variables,
the average study participant scored 25.28 (SD=11.12) on the baseline BDI measure (for range of
scores on all measures see Table 1), 58.29 (SD=13.37) on the baseline PCL measure, 48.44
(SD=14.03) on the post-treatment PCL measure, and 19.58 (SD=10.32) on the post-treatment
BDI measure. Among independent variables, the average study participant scored 7.86
(SD=3.84) on the combat experiences during deployment measure (a DRRI subscale, including
questions such as: ‘I went on combat patrols or missions’ (King et al., 2006)), 50.13 (SD=9.30)
on the combat concerns during deployment measure; 25.19 (SD=10.19) on the current family
stressors & events during deployment measure; 10.10 (SD=2.89) on the post-battle experiences
during deployment measure; 53.76 (SD=9.30) on the post-deployment social support measure;
and 5.30 (SD=2.76) on the post-deployment life stressors and events measure.
Table 1
Descriptive Analysis of Study Variables (n=232)

Variable
Dependent Variables
Baseline BDI Scores

M (SD)
25.28 (11.12)

MIN/
MAX Range
1.00-55.00
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Baseline PCL Scores

58.29 (13.37)

26.00-85.00

Post-Treatment PCL Scores

48.44 (14.03)

17.00-85.00

Post-Treatment BDI Scores

19.58 (10.32)

0.00-52.00

Combat experiences during deployment

7.86 (3.84)

0.00-15.00

Combat concerns during deployment

50.13 (9.30)

19.00-72.00

Current family stressors & events during deployment

25.19 (10.19)

0.00-56.00

Post-battle experiences during deployment

10.10 (2.89)

4.00-15.00

Post-deployment support

53.76(9.30)

15.00-100.90

Post-deployment life stressors and events

5.30 (2.76)

0.00-14.00

Independent Variables

Legend: BDI -- Beck Depression Inventory-II; PCL-M -- Posttraumatic Stress Checklist-Military; M -- mean; SD -standard deviation

Table 2 presents a multiple linear regression analysis examining baseline BDI scores as
predicted by combat experiences during deployment, combat concerns during deployment,
current family stressors and events during deployment, post-battle experiences during
deployment, post-deployment social support, and post-deployment life stressors and events.
Results indicated that the overall model was statistically significant (p<.001) and explained 11%
(R²=.11, Adjusted R²=.08) of the variance in baseline BDI scores. In terms of individual
predictors, both current family stressors and events during deployment (p<.05) and combat
concerns during deployment (p<.05), were significantly associated with higher baseline BDI
scores. The remaining independent variables, combat experiences during deployment, post-battle
experiences during deployment, post-deployment social support, and post-deployment life
stressors and events, were not associated with baseline BDI scores at a statistically significant
level. As related to the study’s ecological risk/protective factor theoretical framework, the risk
factors, combat concerns and current family stressors, were significant. No protective factors
were significant.
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Table 2
Multiple Linear Regression Analysis Examining Baseline BDI Scores (n=232)
B (SE)

β

p

Combat experiences during deployment

-.29 (.28)

.10

.30

Combat concerns during deployment

.17 (.08)

.14

.04

Current family stressors & events during deployment

.15 (.07)

.13

.05

Post-battle experiences during deployment

.02 (.36)

.00

.96

-.15 (.08)

-.12

.07

.50 (.27)

.12

.07

Variable

Post-deployment support
Post-deployment life stressors and events

Model = F (6, 225) = 4.43, p<.001, R²=.11, Adjusted R²=.08

Table 3 presents a multiple linear regression analysis examining baseline PCL scores as
predicted by combat experiences during deployment, combat concerns during deployment,
current family stressors and events during deployment, post-battle experiences during
deployment, post-deployment social support, and post-deployment life stressors and events.
Results indicated that the overall model was statistically significant (p<.001) and explained 15%
(R²=.15, Adjusted R²=.13) of the variance in baseline PCL scores. In terms of individual
predictors, post-deployment life events and stressors (p<.05), combat concerns during
deployment (p<.05), and current family stressors and events during deployment (p<.001), were
significantly associated with higher baseline PCL scores. The remaining independent variables,
post-battle experiences during deployment, post-deployment life stressors and events, combat
experiences during deployment, and post-deployment social support, were not associated with
baseline PCL scores at a statistically significant level. As related to the ecological risk/protective
factor theoretical framework, the risk factors of combat concerns, current family stressors, and
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post-deployment life stressors and events, were significant. No protective factors were
significant.
Table 3
Multiple Linear Regression Analysis Examining Baseline PCL Scores (n=232)
B (SE)

β

p

Combat experiences during deployment

-.01 (.32)

-.00

.97

Combat concerns during deployment

.20 (.09)

.142

.03

Current family stressors & events during deployment

.316 (.09)

.241

.001

Post-battle experiences during deployment

.13 (.43)

-.03

.75

Post-deployment support

-.10 (.09)

-.07

.27

Post-deployment life stressors and events

.74 (.32)

.15

.02

Variable

Model = F (6, 225) = 6.64, p<.001, R²=.15, Adjusted R²=.13

Table 4 presents a multiple linear regression analysis examining post-treatment PCL
scores as predicted by combat experiences during deployment, combat concerns during
deployment, current family stressors and events during deployment, post-battle experiences
during deployment, post-deployment social support, and post-deployment life stressors and
events. Results indicated that the overall model was statistically significant (p<.001) and
explained 10% (R²=.10, Adjusted R²=.073) of the variance in post-treatment PCL scores. In
terms of individual predictors, both combat experiences during deployment (p<.05) and combat
concerns during deployment (p<.01) were significantly associated with higher post-treatment
PCL scores. Scores reflecting post-deployment social support were significantly associated with
lower post-treatment PCL scores (p<.05). The remaining independent variables, current family
stressors and events during deployment, post-battle experiences during deployment, and postdeployment life stressors and events, were not associated with post-treatment PCL scores at a
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statistically significant level. As related to the ecological risk/protective factors theoretical
framework, this regression examines risk factors of combat experiences and combat concerns
and the protective factor of post-deployment social support.
Table 4
Multiple Linear Regression Analysis Examining Post-Treatment PCL Scores (n=232)
Variable

B (SE)

β

p

Combat experiences during deployment

.75 (.35)

.20

.03

Combat concerns during deployment

.29 (.10)

.19

.01

Current family stressors & events during deployment

.13 (.09)

.09

.17

Post-battle experiences during deployment

-.89 (.46)

-.18

.054

Post-deployment support

-.21 (.10)

-.14

.04

.09 (.34)

.02

.79

Post-deployment life stressors and events

Model = F (6, 225) = 4.05, p<.001, R²=.10, Adjusted R²=.07

Table 5 presents a multiple linear regression analysis examining post-treatment BDI
scores as predicted by combat experiences during deployment, combat concerns during
deployment, current family stressors and events during deployment, post-battle experiences
during deployment, post-deployment social support, and post-deployment life stressors and
events. Results indicated that the overall model was statistically significant (p<.01) and
explained 7% of the variance in post-treatment BDI scores (R²=.07, Adjusted R²=.05). In terms
of predictors, combat concerns during deployment (p<.01) scores were significantly associated
with higher post-treatment BDI sores. Additionally, scores reflecting post-deployment social
support (p<.05) were significantly related to lower post-treatment BDI scores. Combat
experiences during deployment, current family stressors and events during deployment, postbattle experiences during deployment, and post-deployment life stressors and events were
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unrelated to post-treatment BDI scores. As related to the ecological risk/protective factor
theoretical framework, the risk factor, combat concerns, was significant. The protective factor,
post-deployment social support, was also significant.
Table 5
Multiple Linear Regression Analysis Examining Post-Treatment BDI Scores (n=232)
Variable

B (SE)

β

p

Combat experiences during deployment

.18 (.26)

.07

.50

Combat concerns during deployment

.20 (.08)

.18

.01

Current family stressors & events during deployment

.02 (.07)

.02

.76

Post-battle experiences during deployment

-.49 (.34)

-.14

.15

Post-deployment support

-.16 (.08)

-.14

.04

.13 (.26)

.03

.63

Post-deployment life stressors and events

Model = F (6, 225) = 2.88, p<.01, R²=.07, Adjusted R²=.05
Discussion
The primary outcome of this study showed that deployment-related stressors are
important risk factors for increasing the intensity of PTSD and depression symptoms in a sample
of post-combat Veterans with baseline PTSD. Four specific DRRI risk subscales: combat
experiences; combat concerns during deployment; current family stressors during deployment;
and post-deployment life stressors and events, were found to be significantly related to increased
intensity of PTSD and depressive symptoms. This supports prior research outcomes that suggests
exposure to generalized increased combat severity, and its associated risks, is related to increased
intensity of PTSD symptoms (Cabrera, 2007; Ferrier-Auerbach, Erbes, Polusny, Rath, &
Sponheim, 2010; Hoge et al., 2004; Polusny et al., 2011). It also affirms prior research findings
that showed post-deployment life stressors and events led to increased intensity of postdeployment PTSD and depression (Polusny et al., 2011; Vasterling et al., 2010).
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A secondary finding of this study showed post-deployment social support enhances
treatment outcomes for PTSD and depression. Post-deployment social support was found to be
associated with decreased intensity of PTSD and depression symptoms, 12-weeks post-treatment.
Interestingly, post-deployment social support was not a significant factor in levels of PTSD and
depression, at baseline. The fact that increased post-deployment social support was associated
with post-treatment improvement in PTSD and depression suggests various implications.
Increased post-deployment social support may improve treatment outcomes and treatment
adherence by influencing service members to continue treatment and follow through with issues
including treatment-related homework. Conversely, with improved psychological symptoms due
to effective treatment, service members may be more inclined to reach out for increased social
support. Treatment and social support appear to have a symbiotic relationship.
It is important to emphasize that all of the Veterans in this study had PTSD, by CAPS
criteria, pre-treatment. They did not necessarily have depression, pre-treatment (as this was not
an eligibility requirement). Regardless, the current study showed that post-treatment BDI and
PCL scores, representing decreased intensity of posttraumatic stress disorder, as well as
depression, occurred in the presence of increased post-deployment social support. The
suggestion that post-deployment social support improves treatment outcomes in post-combat
deployed Veterans in this study, affirms the findings of many prior studies that showed postdeployment social support is important in diminishing Veterans’ symptoms of PTSD, depression,
and other psychosocial morbidities (Gros, Price, Yuen, & Acierno, 2013; Pietrzak, Johnson, et
al., 2010; Pietrzak, Johnson, Goldstein, Malley, & Southwick, 2009; Polusny et al., 2011; Smith
et al., 2011).
Implications
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Further research is needed to examine the relationship between post-deployment social
support and psychosocial morbidities in post-combat deployed Veterans. Interventions are
necessary to increase Veterans’ levels of post-deployment social support. Such interventions
might include targeting improved psychological education for loved ones who can provide postdeployment support for returning combat-deployed service members. Family and communitylevel psychosocial interventions are needed. Moreover, further research is warranted to explore
generalized combat-related stressors, including direct exposure to combat. Crisis interventions,
both during and after deployment, are needed, as well, to mitigate the effect of combat stressors.
In regard to methodology, it is important to note that the DRRI, used in this study, was
designed for Veterans of the Gulf War (King et al., 2006). The DRRI has demonstrated ability to
effectively examine numerous unique military-features of combat and combat Veterans’
experiences. As previously noted, the DRRI has been used in numerous prior studies in this field.
While the DRRI is highly regarded and well established, the newly designed DRRI-2 is
specifically updated for Veterans of the more contemporary conflicts of OEF/OIF/OND (Vogt et
al., 2016). In addition, the DRRI-2 incorporates more family variables that can lead to increased
or worsened psychosocial morbidities, which provides a broader spectrum of data over the DRRI
(Vogt et al., 2016). Perhaps the use of the DRRI-2 in future studies would lead to different
results than were obtained by the current study.
This study used a data set derived from a population of Veterans who were seeking
treatment at a VA PTSD clinic. In order to qualify for participation, respondents had to score at
or above subthreshold for PTSD on the CAPS screening tool (Acierno et al., 2016). For this
reason, the findings of the current study are not necessarily generalizable to all post-combat
deployed Veterans. The low percentage of women limits generalizability to women Veterans.
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Moreover, the population of the data set in the current study consisted of a hybrid of Vietnam,
Gulf War, and OEF/OIF/OND Veterans. The information these service members provided,
especially those from the Vietnam and Gulf Wars, may be out of date at this time. Future studies
would be advised to use the DRRI-2 tool for research on OEF/OIF/OND population Veterans, in
particular. This might enhance the likelihood of obtaining more contemporary findings, and
bridging current gaps in the research base.
Conclusion
The results of the current study affirmed prior research findings that showed an
association between increased DRRI risk factors and increased PTSD and depression among
post-combat deployed Veterans. More research is necessary to explore how risk factors in
combat-deployed Veterans might be reduced, and interventions are warranted. Post-deployment
social support, in the current study, was found to serve as a particularly positive protective
mechanism. Post-deployment social support was associated with a decrease in the intensity of
PTSD and depression in post-combat Veterans, 12-weeks post-treatment. Interventions to
enhance post-deployment social support for combat-deployed Veterans are necessary.
Additionally, future research may be well-served by using the DRRI-2. Use of the DRRI-2 may
provide broader, enhanced, updated results to further the research base in this topic.
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Abstract
Background: Approximately 2.6 million service members have deployed to combat zones of
Operation Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF). Numerous risk and
resilience factors have been associated with the combat deployment experience. It is well
established that large numbers of Veterans return from deployments with psychosocial problems,
including post-traumatic stress disorder (PTSD) and depression. Post-deployment social support
has been identified as a significant protective factor in this population, helping to increase
resilience, mitigate psychosocial morbidities including PTSD and depression, and enhance
psychological treatment outcomes.
Methods: Rodgers’ (2000) evolutionary method of concept analysis was used to analyze the
concept of post-deployment social support in combat-deployed Veterans, within an ecological
risk and protective factors theoretical framework.
Results: Attributes, antecedents, and consequences of post-deployment social support for postcombat deployed Veterans were explicated. Attributes of post-deployment social support include
that post-deployment social support works as a protective buffering agent, and is related to
resilience and the reintegration process for combat Veterans. Sources, types and features of postdeployment social support were examined.
Conclusion: This analysis of post-deployment social support provided increased understanding
of how social support functions as a protective factor for post-combat deployed Veterans.
Further research on the topic will aid the process of intervention development.
Keywords: social support, post-deployment social support, military combat deployment,
military personnel, risk and protective factors, concept analysis
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Social Support Related to the Post-Deployment Military Combat Context:
A Concept Analysis
Introduction
Since the events of 9/11, over 2.6 million U.S. Veterans have deployed for Operation
Enduring Freedom (OEF) and Operation Iraqi Freedom (OIF) (Vasterling et al., 2015). Risk
factors, protective factors, and resilience are important for predicting the psychosocial well-being
of post-combat deployed Veterans (Vogt et al., 2016). Research shows that combat-related risks,
such as direct combat exposure, fears for personal safety in combat, and exposure to the
aftermath of battle, are associated with increased susceptibility for developing psychosocial
morbidities (Ferrier-Auerbach et al., 2010; King et al., 2006; Lester, Liang, Milburn, Mogil,
Woodward, Nash, & Saltzman, 2016; Paley et al., 2013). Post-deployment social support is
defined as the positive psychological and material benefits available to an individual through
social interactions that increase one’s resilience (successful adaptation to stress) (Cohen, 2004;
Sippel, Pietrzak, Charney, Mayes, & Southwick, 2015). Post-deployment social support has been
identified as a significant protective factor, operating to offset the effect of combat-related risks
and mitigate psychosocial morbidities (Boscarino, 1995; DeBeer et al., 2014; Sippel et al., 2015;
Smith et al., 2017).
Although OEF and OIF combat activities have decreased significantly in recent years,
U.S. service members are still stationed in Iraq and Afghanistan. Fulton, Calhoun, Wagner,
Schry, Hair, Feeling, Elbogen, and Beckham showed 23% of service members returning from
conflicts of OEF/OIF met criteria for post-deployment stress disorder (PTSD) (Fulton et al.,
2015). Other psychosocial morbidities, including depression, anxiety, unemployment, substance
abuse, adverse relationships, and suicidal ideation, are common in this population (DeBeer et al.,
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2014; Pietrzak, Goldstein, et al., 2010; Possemato, McKenzie, McDevitt-Murphy, Williams, &
Ouimette, 2014). Psychosocial morbidities in returning combat-deployed Veterans have been
found to adversely affect families and children (Lester & Flake, 2013; Paley et al., 2013).
Moreover, combat-related psychosocial symptoms create increased difficulty for service
members to successfully reintegrate into their previous lives, including relationships with family,
loved ones, and co-workers (Cunningham et al., 2014; Simmons & Yoder, 2013).
This paper provides a concept analysis of post-deployment social support among postdeployed combat military service members, using Rodgers’ evolutionary method of concept
analysis, within an ecological risk and protective theory (Bogenschneider, 1996; Rodgers, 2000).
Rodgers’ evolutionary method of concept analysis was chosen for its use of a systematic,
inductive process designed to clarify a concept (Tofthagen & Fagerstrom, 2010).
Bogenschneider’s ecological risk/protective theory (1996) offers a framework encompassing risk
factors and protective factors on multiple levels, including the individual, the family, the
community, and the world at large. A concept analysis of post-deployment social support for
combat-deployed Veterans will provide increased understanding regarding how post-deployment
social support functions as a protective factor. It will also illuminate the significance of postdeployment social support and help provide direction for future intervention development.
Significance of Social Support
Researchers have equated social support to positive relationships that lessen one’s sense
of uncertainty and enhance one’s feelings of personal control (Albrecht & Adelman, 1987).
Social support has been affiliated with the positive benefits one receives through social
relationships and social connections (Ozbay et al., 2007). The concept of social support has been
explicated as having two fundamental dimensions: ‘structural’ and ‘functional’ support (Ozbay
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et al., 2007; Sippel et al., 2015). ‘Structural’ support comprises how broad a person’s social
network is, as well as the ease and frequency with which one is able to interact with their social
connections (Ozbay et al., 2007; Sippel et al., 2015). Specific to post-combat deployment,
‘structural’ support encompasses the size of combat Veterans social networks: family
connections, community connections, work and school connections, and military connections, as
well as the frequency with which one’s networks are accessed. ‘Functional’ support entails
receiving ‘emotional’ support (social connections that provide comfort and validation) and
‘instrumental’ support (access to practical supports such as financial help or assistance when ill)
(Ozbay et al., 2007; Sippel et al., 2015). Specific to post-combat deployment, ‘functional’
support is associated with combat Veterans having a group of people upon whom they can rely
for emotional care, empathy, understanding, positive communication, validation, and practical
needs.
Methods
Concept Analysis Method
Rodgers’ evolutionary method of concept analysis provides for systematic clarification of
concepts, as well as the means for concepts to develop and evolve over time (Tofthagen &
Fagerstrom, 2010; Vo, Nolan, Vance, Patrician, & Meneses, 2016). The evolutionary aspects
(per Rodgers’ method) of the concept analysis of post-deployment support were not examined.
Using Rodgers’ evolutionary concept analysis method involved: identifying the concept (postdeployment social support) and associated terms; selecting and collecting appropriate data to
describe attributes; analyzing related concepts, antecedents and consequences; illustrating an
exemplar; and noting hypotheses and implications (Tofthagen & Fagerstrom, 2010; Vo et al.,
2016).
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Google Scholar and Google were searched in April 2017, using variations of the terms:
‘social support’, ‘definition of social support’, ‘Rodgers’ method of evolutionary concept
analysis’, ‘post-deployment military combat’, ‘Veteran’ and ‘social support in post-deployed
military’. One hundred eighty-two studies were retrieved in this search. In conjunction with the
Google Scholar and Google search, seven additional articles were retrieved via hand reference
searching (bringing the total to 189). A further search was conducted in April 2017, with
guidance from a medical reference librarian. This search was conducted within an EBSCO host
platform database (CINAHL Complete), which incorporates 34 databases, including Medline,
CINAHL complete and PsycINFO. The search terms, ‘military personnel’, ‘social support’,
‘military combat deployment’, ‘Veteran’ and ‘post deployment’, were used in various
combinations. Two hundred eighty-one studies were retrieved in this search. Of the studies
retrieved from all searches, 64 were duplicates.
Inclusion criteria included: articles pertaining to post-deployed, combat-deployed service
members and Veterans; articles pertaining to psychosocial health and morbidities in this
population, especially PTSD and depression; English language articles; articles with full text
available; and peer reviewed articles. The total number of articles retrieved was 470. Removal of
duplicates (64) resulted in 406 studies, which were screened for title/abstract. Of these, 333 were
eliminated for not meeting inclusion criteria. Seventy-three full-text articles were reviewed; ten
were excluded by inclusion criteria. Sixty-three articles were retained for this review. Figure 1
displays a PRISMA diagram showing search and review strategy.
Results
Themes and features of the concept of post-deployment social support, within an
ecological risk and protective theoretical framework, were identified through the literature search
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and data analysis process. Post-deployment social support was defined and key defining
attributes of the concept of post-deployment social support were explicated. Then, surrogate
terms and related concepts were described. Antecedents and consequences of post-deployment
social support were explained, followed by an exemplar. Finally, hypotheses and implications of
post-deployment social support were described, completing the essential components of the
evolutionary method of concept analysis (Rodgers, 2000). An overview of the analysis is found
in Table 1.
Operational Definition of Post-Deployment Support
The operational definition of post-deployment support guiding this analysis is: the
positive psychological and material benefits to an individual available through social interactions
that increase one’s resources and adaptation to stress following combat deployment (Ozbay et
al., 2007; Sippel et al., 2015).
Defining Attributes of Post-Deployment Social Support
The defining attributes of a concept (Rodgers, 2000) expand on and offer a more
complete understanding of a concept than provided by operational definitions. Moreover,
defining attributes more fully capture the unique, multidimensional features and characteristics
of a concept (Vo et al., 2016). Six defining attributes of the concept of post-deployment support
are: the buffering, protective aspects of post-deployment social support; sources of postdeployment social support; types of post-deployment social support; features of post-deployment
social support; post-deployment social support and resilience; and post-deployment social
support and reintegration (see Figure 2).
Post-Deployment Social Support Buffers and Protects
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Post-deployment social support has been deemed a significant protective factor in prior
research related to post-combat deployed service members as it operates as a mechanism to
decrease adverse psychosocial morbidity. Specifically, post-deployment social support acts as a
buffering, protective agent against the development and maintenance of combat-related
psychopathology, including PTSD and depression (Cederbaum et al., 2017; Han et al., 2014;
Ozbay et al., 2007; Pietrzak, Johnson, et al., 2010; Possemato et al., 2014; Tsai, Harpaz-Rotem,
Pietrzak, & Southwick, 2012). Decreased levels of social support are related to increased PTSD
and depressive symptomology (Boscarino, 1995; Brancu, Thompson, & Becham, 2014; Eisen et
al., 2014; Ozbay et al., 2007). This has been demonstrated repeatedly in prior research (Pietrzak
et al., 2009; Simmons & Yoder, 2013), including one study wherein “Vietnam Veterans with low
social support…had nearly a 180% greater risk of PTSD than Veterans with high social support”
(Boscarino, 1995, p. 330). Research shows that combat deployed Veterans with rich social
networks and high levels of post-deployment social support are less likely to participate in risky
behaviors or experience negative appraisals upon return from combat. They are also more
inclined to adhere to treatment for deployment-related adverse psychological symptoms
(Cederbaum 2017, Ozbay 2007, Smith 2017). Post-deployment social support helps protect and
buffer the process of returning combat-deployed service members in transitioning to successful
post-combat functioning (Cunningham et al., 2014; Tsai et al., 2012).
Sources of Post-Deployment Social Support
Post-deployment social support is derived from a variety of sources including friends,
family, co-workers, faith communities, military units, and military peers (Boscarino, 1995;
Bowen & Martin, 2011; Cederbaum et al., 2017). Sources of post-deployment social support can
be categorized into ‘formal’ and ‘informal’ support. Formal post-deployment social support is
the support available from military leaders, military installations, military organizations, and
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military agencies. Informal post-deployment social support is derived from relationships with
family, friends, co-workers and military peers (Bowen & Martin, 2011; Cederbaum et al., 2017;
Han et al., 2014). While a variety of sources of post-deployment social support are protective,
research suggests that informal social support, derived from family and friends, may be more
valuable than formal social support for post-combat deployed service members (Bowen &
Martin, 2011; Burrell, Durand, & Fortado, 2003; Cederbaum et al., 2017). This is because
informal sources of post-deployment social support are closer to the post-combat deployed
Veteran and are typically more easily accessed on a daily basis.
Families have been identified in prior research as first-line providers of post-deployment
social support (Sippel et al., 2015). This was established in the Department of Defense report on
strengthening military families (DOD, 2011). Family and friends comprise the most readily
accessible source of post-deployment social support for post-combat deployed service members.
The perception that one has family and friends with whom one can discuss the deployment
experience is a vital positive component of effective post-deployment social support (Pietrzak,
Goldstein, et al., 2010; Pietrzak et al., 2009; Sippel et al., 2015). Strengthening one’s sense of
purpose and personal control is fundamental to effective post-deployment social support, and is
best accessed through informal sources of family and friends (Pietrzak, Johnson, et al., 2010).
Types of Post-Deployment Social Support
Numerous types of post-deployment social support exist. Prior research identified types
of post-deployment social support to include ‘psychological’ and ‘material’ social support (Eisen
et al., 2014). Psychological social support is equated with empathy, love, caring, trust, reciprocal
benefits and respect, more likely available from families and friends (Bowen & Martin, 2011;

75

Eisen et al., 2014). Material social support is equated with practical assistance with day-to-day
needs, more often derived from communities (Eisen et al., 2014).
As described earlier, functional and structural support are fundamental types of social
support identified by researchers (Cohen & Wills, 1985). Functional support consists of
emotional (love and empathy) and instrumental (practical help) support (Sippel et al., 2015),
while structural post-deployment social support is equated with one’s network of social contacts
and the frequency with which one accesses this network (Sippel et al., 2015). An important
finding regarding functional and structural support is that functional support appears to exceed
the value of structural post-deployment social support for post-combat deployed Veterans
(Pietrzak, Rotem, & Southwick, 2011; Sippel et al., 2015).
Social capital is another type of post-deployment social support (Bowen & Martin, 2011;
Huebner, Mancini, Bowen, & Orthner, 2009; Norris, Sherrieb, & Pfefferbaum, 2008; Sippel et
al., 2015). Social capital is a metaphor for establishing a supply of resources to manage stressors,
and is similar to a form of currency, banked so that it can be accessed in times of need. It
encompasses an investment in positive resources incorporated within social relationships and
networks, and consists of the interplay between informal and formal sources of support (Bowen,
Martin, Mancini, & Nelson, 2000; Sippel et al., 2015). For post-combat deployed service
members, relationships and connections that help one access care, exchange information, and
obtain community support are examples of social capital (Bowen & Martin, 2011; Bowen et al.,
2000; Norris et al., 2008). Social capital and post-deployment social support are only valuable to
the degree that they match and fit the situational needs of the post-combat deployed service
member (Bowen et al., 2000; Cohen & Wills, 1985; Hobfall, 1989; Sippel et al., 2015). Some
types of social capital and social support can actually be burdensome for the post-combat
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deployed service member if they create responsibilities and obligations the service member is
unable to meet.
Features of Post-Deployment Social Support
Post-deployment social support consists of positive interpersonal relationships and social
connections that promote the well-being of post-combat deployed Veteran (Bowen & Martin,
2011). Knowing that one has people who truly care and can be relied upon in times of need is a
key element of effective post-combat social support (Cederbaum et al., 2017; Simmons & Yoder,
2013). Increased levels of post-deployment social support bolster a sense of comfort and
belonging for post-combat deployed service members (Cederbaum et al., 2017; Pietrzak et al.,
2009; Tsai et al., 2012). Additional features of post-deployment social support include that the
quality of post-deployment social support has been found more valuable than the quantity
(Cohen & Wills, 1985). High quality post-deployment social support is often associated with
informal social supports, including family, friends, and co-workers. The quantity of postdeployment social support is related more to formal types of social support, including network
size and ease of access to network.
Post-combat social support operates ecologically, across multiple social levels and social
systems, interplaying among those levels and systems (Hobfall, 1989; Sippel et al., 2015). Given
this ecological feature, post-combat social support is a positive variable throughout personal,
interpersonal, intrapersonal, family, community, work environments, military environments, and
society as a whole (Sippel et al., 2015). All of these systems and levels must be targeted in future
interventions regarding post-deployment social support.
One’s ‘ratio’ of vulnerability to capacity has been identified as an important feature of
post-combat social support (Bowen & Martin, 2011; Sippel et al., 2015). ‘Ratio’ relates to one’s
‘vulnerability’ to stressors vs. one’s ‘capacity’ to manage and adapt successfully to stressors.
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Having increased capacity to vulnerability mitigates adverse psychosocial outcomes (Hobfall,
1989). For post-combat deployed service members, ‘ratio’ is equated with possessing sufficient
capacity to navigate combat-related stressors and post-combat-related stressors without
becoming overly vulnerable (Hobfall, 1989). Post-deployment social support helps enhance postcombat deployed service members’ psychological capacity to manage stressors. Decreased levels
of post-deployment social support lead to increased vulnerability and diminished capacity. In the
presence of significantly decreased capacity and increased vulnerability, one may eventually
reach a ‘psychological breaking point’ through being exposed to stressors for too long with
insufficient resources to prevent negative outcomes (Boscarino, 1995). If one reaches a
psychological breaking point, he or she is far more likely to experience psychological
morbidities. Post-deployment social support helps to prevent post-combat deployed service
members reaching a ‘psychological breaking point’ (Boscarino, 1995).
Related to the concept of ‘ratio’, is conservation of resources theory, which is also
associated with post-deployment social support (Hobfall, 1989, 2001; Possemato et al., 2014;
Smith et al., 2017; Vinokur, Hobfall, & Galea, 2011; Vogt et al., 2011). Conservation of
resources theory posits that people strive to invest in and expand their pool of resources,
including: objects (e.g., owning a home or socioeconomic status), conditions (e.g., being married
or having a stable career), personal characteristics (e.g., appraisal of the world and potentially
threatening events/stressors), and energies (money, knowledge, and time) (Hobfall, 1989). By
having a large, useful pool of resources, one is better able to manage stressors that tax the
resource pool, including stressors related to military combat exposure and reintegration, postcombat (Possemato et al., 2014; Vinokur et al., 2011; Vogt et al., 2011). If resources that protect
against stressors are depleted at a very rapid pace, a downward spiral may occur such that an
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individual becomes increasingly vulnerable to future stressors as resources continue to diminish.
Unless resources are replenished, the downward spiral is likely to persist (Hobfall, 1989;
Possemato et al., 2014; Vogt et al., 2011). Post-deployment social support is valuable to the
degree that it decreases resource loss and/or aids in replenishment of resources (Hobfall, 1989).
Adverse psychological symptoms related to combat exposure have been found to exist for 15-20
years or longer, whereby maintaining one’s source of resources over time is vital (Boscarino,
1995).
This review proposes that post-deployment social support helps foster a ‘cognitive reset’
for post-combat deployed Veterans. Cognitive reset connotes the psychological readjustment
combat Veterans make to achieve a healthy transition from combat to non-combat status (see
Figure 3). Through cognitive reset, one’s negative, fear-related appraisals acquired through
combat exposure develop into more positive perceptions, including that the world is a safe place
(Pietrzak et al., 2009; Tsai et al., 2012). Post-deployment social support enhances the cognitive
reset process. Additionally, cognitive processing therapy fosters successful cognitive reset, when
delivered by a competent therapist (Tsai et al., 2012).
Post-Deployment Social Support is Directly Related to Resilience
“Psychological resilience represents a process of adapting well in the face of adversity”
(Ozbay et al., 2007, p. 36). Resilience is affiliated with effective coping and successful
adjustment to stressors (Cunningham et al., 2014; Sippel et al., 2015). Post-deployment social
support is strongly related to resilience and has been identified as a key attribute of resilience for
post-combat deployed Veterans (Simmons & Yoder, 2013; Smith et al., 2017). In the presence of
post-deployment social support, resilience and coping skills in post-combat deployed service
members are enhanced (Cederbaum et al., 2017; Simmons & Yoder, 2013). Also, increased
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resilience may help offset lower levels of post-deployment social support (Cederbaum et al.,
2017). Resilience and post-deployment social support are reciprocal and operate positively in
conjunction with one another to increase post-combat deployed Veterans’ adaptation to combatrelated stressors (Pietrzak et al., 2009; Tsai et al., 2012). Moreover, increased levels of resilience
may increase one’s likelihood of seeking beneficial, post-deployment social support when
experiencing mental health issues (Cederbaum et al., 2017).
Post-Deployment Social Support and Reintegration
For post-combat deployed Veterans, reintegration encompasses the process of
reestablishing successful relationships and roles with loved ones, friends, co-workers,
workplaces, and communities after combat. Research shows that reintegration is highly stressful,
and that for successful reintegration, negotiation with family, friends and others is necessary
(Tsai et al., 2012). Such negotiation promotes the successful adaptation of post-combat Veterans
to home, community and work environments that may have changed during deployment.
Reintegration of combat-deployed Veterans is increasingly stressful when service members’
have psychological symptoms such as PTSD or depression (Smith et al., 2017). Effective levels
of post-deployment social support mitigate post-combat deployed Veterans’ challenges with
reintegration (Smith et al., 2017). Conversely, diminished levels of post-deployment support
combined with increased reintegration challenges have been associated with more severe PTSD
symptoms in post-combat deployed Veterans (Smith et al., 2017). In the presence of high levels
of post-deployment social support, post-combat deployed service members are more likely to
feel that they ‘fit in’ and ‘belong’ in their social environment (Smith et al., 2017). The
experience of supportive relationships at home, work, school, and the community helps combatdeployed service members overcome reintegration stressors (Smith et al., 2017).
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Surrogate Terms and Related Concepts
Per Rodgers’ concept analysis method, surrogate terms are used interchangeably to
describe a concept (Rodgers, 2000; Tofthagen & Fagerstrom, 2010; Vo et al., 2016). Per
Rodgers’, related concepts are similar but not exactly the same as the concept, and they do not
necessarily share the same attributes as the concept (Rodgers, 2000; Tofthagen & Fagerstrom,
2010; Vo et al., 2016). A surrogate term to the concept of post-deployment social support is
‘generalized social support’ (Han et al., 2014). A related concept is ‘perceived social support’
(DeBeer et al., 2014).
Antecedents
Antecedents to the effect of post-deployment social support include combat exposure and
other combat-related risks which create significant stressors for post-combat deployed Veterans
(Ozbay et al., 2007; Smith et al., 2017). For example, the event of killing or observing killing
during combat are major combat-related stressors (Han et al., 2014). Additional stressors include
lengthy separation from family, friends, and other loved ones during combat deployments as well
as multiple combat deployments (Possemato et al., 2014). Combat stressors, in general, are
associated with the development of adverse psychological problems (Han et al., 2014; Smith et
al., 2017; Vogt & Tanner, 2007). Post-deployment social support takes on an important role as a
significant protective factor against the development of adverse psychological outcomes in the
presence of combat stressors (Vogt et al., 2016).
Consequences
Positive consequences of post-deployment social support include the protective, buffering
effect it provides combat-deployed service members for the development of adverse
psychological symptomatology (Smith et al., 2011; Smith et al., 2017). In this manner, increased
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levels of post-deployment social decrease PTSD and depression symptoms, as well as suicidal
ideation (Simmons & Yoder, 2013). Improved treatment outcomes in PTSD and depression
symptomatology are additional consequences of post-deployment social support (Smith et al.,
2011; Smith et al., 2017). Furthermore, research shows post-deployment social support decreases
the incidence of unemployment, unhealthy substance use, and adverse relationships in postcombat deployed Veterans (Possemato et al., 2014).
As per Rodgers’ evolutionary concept analysis, an exemplar is offered to illustrate an
example of the concept in practice (Rodgers, 2000). An exemplar of the concept of postdeployment social support follows. Of note, this exemplar is based on a fictional person and
derived from a variety of sources including published accounts and personal conversations.
Exemplar
‘Keith’ (real name changed) was a Navy Medical Corpsman serving in a Forward Aid
Station (FAS), supporting combat Marines of a Marine Battalion who fought in Iraq in the mid2000’s. FAS’s are military medical treatment facilities ‘embedded’ within combat zones (Jadick,
2007; C. Stedman, personal communication, August 7, 2007). Conversely, typical military
combat medical treatment centers are positioned at the rear of the battle zone away from
immediate combat dangers (Jadick, 2007). Positioning the FAS in the heart of a city in combat
was proposed to help better save Marine lives and serve those injured (Jadick, 2007). Marines
rely on Navy Corpsmen and senior Navy Medical Officers for medical treatment and support
because the Marine Corps does not have its own medics (Jadick, 2007, C. Stedman, personal
communication, August 7, 2007). At the FAS where Keith was assigned he, his fellow
Corpsmen, and senior Navy medical personnel were under constant fire from insurgents while
performing medical duties within the combat zone (Jadick, 2007; C. Stedman, personal
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communication, August 7, 2007). Corpsmen have a significant level of medical competence, and
have been highly decorated in combat missions over time (Jadick, 2007). Per tradition, in every
medical treatment center where they serve in the Marines, Corpsmen write their motto, “Through
the gates of hell for a wounded Marine” (Jadick, 2007, p.7; C. Stedman, personal
communication, August 7, 2007).
As medics, Corpsmen are not supposed to engage in battle, although they are equipped
with M16s for personal defense and defense of the wounded (Jadick, 2007, C. Stedman, personal
communication, August 7, 2007). In the course of his duties, while assisting with the rescue of a
fallen Marine, Keith took an insurgent grenade to the head. The explosion and shrapnel caused
significant major injuries with serious neurological consequences (Jadick, 2007). Keith was
rescued by fellow Navy Corpsmen but was unconscious. He was initially stabilized at the nearest
FAS. Subsequently, he was flown to Baghdad where he had emergency surgery, then transferred
to Landstuhl, Germany (Jadick, 2007). Finally, he was moved to Bethesda Naval Hospital where
he underwent numerous major surgeries (Jadick, 2007). In addition to his physical/neurological
injuries, Keith has PTSD. He was commended for his combat bravery, receiving a ‘V’ for
combat valor and a “Purple Heart” from the President (Jadick, 2007).
During his recovery, Keith’s family spent large amounts of time with him (Jadick, 2007).
His wife and parents flew to Germany to be at his side in Landstuhl, and a family member was
with him at all times. When Keith was transferred to Bethesda Naval Hospital, his family’s
participation continued (Jadick, 2007). His wife and close family members took turns being with
him daily as he underwent numerous surgeries (Jadick, 2007). Per Keith, one of the most
valuable roles played by his family was helping him manage significant changes in his life,
which included adjusting to short-term memory loss, as well as PTSD (Jadick, 2007). Reflecting
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back on his ultimately successful recovery, Keith acknowledged the beneficial effect of the
support his family provided. To a degree, he attributed his successful outcome to the presence of
family members who helped encourage him, and helped him believe, throughout his recovery
process, that he could face the challenges related to his physical, neurological and psychological
injuries.
Hypotheses and Implications
Evolutionary concept analysis entails providing hypotheses and implications derived
from the analysis (Rodgers, 2000). The hypotheses in this analysis is that strong post-deployment
social support, with sufficient quality and of proper match to situational needs, enables improved
psychosocial outcomes for service members who have returned from military combat
experiences. Conversely, decreased post-deployment social support is associated with worsened
post-deployment psychological outcomes.
Implications suggest that further examination of the relationships between postdeployment social support and mental health symptoms in post-combat deployed Veterans is
warranted. Additional research on post-deployment social support may inform interventions
aimed at decreasing service members’ negative psychosocial outcomes (DeBeer et al., 2014).
Interventions must target the fit and match of post-deployment social support to Veterans’ needs,
as this has been found a key factor to the effectiveness of post-deployment social support.
Interventions must be directed towards identifying high quality types of post-deployment social
support. Gaining a fuller understanding of the concept of post-deployment social support will
provide health care providers useful knowledge to effectively treat post-combat deployed
Veterans with adverse psychological symptomatology.
Discussion
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Six attributes of the concept of post-deployment social support were identified in this
analysis, as delineated in Figure 2 and as follows: 1) post-deployment social support buffers and
protects against deployment-related adverse psychosocial outcomes in post-combat deployed
Veterans (Cederbaum et al., 2017); 2) sources of post-deployment social support include: family,
friends, co-workers, military units, leaders and peers, and the community at large (Cederbaum et
al., 2017); 3) types of post-deployment social support include psychological and material,
functional and structural, and social capital, among others; 4) features of post-deployment social
support include that it operates ecologically, across multiple levels and systems; that the quality
of support is more valuable than the quantity of support; that support must have an appropriate
match to one’s individual needs; and that support helps foster a successful cognitive reset for
post-combat deployed service members; 5) post-deployment social support is directly related to
resilience, and has a reciprocal relationship with resilience (Simmons & Yoder, 2013); and 6)
post-deployment social support and reintegration are associated with one another, whereby
increased post-deployment social support aids with reintegration challenges (Smith et al., 2017).
Ecological risk and protective factor theory provided a useful framework for this analysis
(Bogenschneider, 1996). It directed the focus toward combat-related risk factors for adverse
psychological symptoms, and guided examination of the protective factor, post-deployment
social support, for mitigating combat-related adverse psychological outcomes. Moreover, the
ecological aspect of this theory allowed for exploring multiple social levels and social systems
encompassing post-deployment social support (Bogenschneider, 1996; Vogt et al., 2016).
Through this analysis of the concept of post-deployment social support, basic
components were identified and examined. These include that combat-related adverse
psychological symptoms persist for up to 20 years or more, whereby the protective factor of
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post-deployment social support is valuable over a long period of time for post-combat deployed
Veterans (Boscarino, 1995). The concepts of ‘social capital’, ‘ratio’, and ‘conservation of
resources’ provide useful mechanisms to examine and evaluate the protective function of postdeployment social support (Bowen & Martin, 2011; Hobfall, 1989; Possemato et al., 2014; Smith
et al., 2011; Vinokur et al., 2011; Vogt et al., 2011). There is an interplay between postdeployment social support and resilience and reintegration (Cederbaum et al., 2017; Simmons &
Yoder, 2013; Smith et al., 2017; Tsai et al., 2012). Post-deployment social support encompasses
ecological features in that it operates over multiple social levels and social systems (Hobfall,
1989, 2001; Sippel et al., 2015). Identification of the concept of a ‘cognitive reset’ for postcombat deployed Veterans is unique to this study (see Figure 3). As described earlier, cognitive
reset delineates the process by which post-combat deployed Veterans make a cognitive change to
successfully transition from combat environments to post-combat environments (Pietrzak et al.,
2009). Research on the protective value of post-deployment social support as a protective factor
may be useful for other populations experiencing significant stressors, such as children living
with trauma or abuse, civilians exposed to war, survivors of rape, and others experiencing
dangerous, life-threatening situations.
The results of this analysis offer expanded insight into the concept of post-deployment
social support for post-combat deployed Veterans. To our knowledge, there have been no studies
to date offering a concept analysis of post-deployment social support within the population of
post-deployed military combat Veterans. Post-deployment social support within this population
is ripe for ongoing development, which is encouraged by the evolutionary method of concept
analysis (Tofthagen & Fagerstrom, 2010). Further concept analyses of post-deployment social
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support may be well-advised to apply evolutionary method to foster ongoing development and
evolution of this concept.
Conclusion
In this review, a concept analysis of post-deployment social support in post-combat
deployed Veterans was conducted using evolutionary method, within an ecological risk and
protective factor theoretical framework. Through the analysis, a broad understanding of the
concept of post-deployment social support and its positive effect for post-combat deployed
Veterans was provided. Risk factors associated with military combat deployment were
explicated. Post-deployment social support was affirmed as a key protective factor for improving
psychological outcomes. Implications suggest that future studies could further expand the
knowledge of how and why post-deployment social support functions protectively. Future
studies to explore how to enhance post-deployment social support for combat Veterans are
warranted. In addition, studies to examine additional supportive factors for combat-deployed
service members would be useful.
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Table 1: Attributes, Antecedents & Consequences of Post-Deployment Social Support

Attributes

Characteristics

Buffers and Protects

•

Sources

•

•

Types

•
•

Features

•
•
•
•
•

Directly Related to Resilience

•
•
•

Post-deployment Social Support and
Reintegration

•

•

Post-deployment social support buffers and
protects against adverse psychological
outcomes for post-combat deployed service
members (Han et al., 2014).
Friends, family, co-workers, faith
communities, communities in general,
military units, and military peers are
important sources of post-deployment
social support for post-combat deployed
service members (Han et al., 2014).
Families are a first-line source of postdeployment social support (Sippel, et al.,
2015).
Psychological and material social support
(Eisen et al. 2014).
Structural and functional social support
(Cohen, 1985; Sippel et al., 2015).
Social capital (Bowen et al., 2011).
Quality vs. quantity of post-deployment
social support (Cohen, 1985).
Ecological features (Sippel et al., 2015).
Conservation of resources (Hobfall, 1989;
Possemato et al., 2014).
Cognitive reset is a component of postdeployment social support (Pietrzak et al.,
2009; Tsai et al., 2012).
Post-deployment social support fosters
enhanced resilience and coping skills
(Simmons & Yoder, 2013).
Lack of resilience is associated with
decreased levels of post-deployment social
support (Simmons & Yoder, 2013).
Greater resilience helps generate increased
post-deployment social support (Ozbay et
al., 2007).
Decreased post-deployment social support
and reintegration challenges lead to
increased PTSD symptoms (Smith et al.,
2017).
Increased post-deployment social support
and successful reintegration enhance
combat service members’ transition from
combat to home (Smith et al., 2017).
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Antecedents to Post-Deployment Social Support

•
•

Consequences of Post-Deployment Social
Support

•

•

Combat exposure and other combat-related
risk factors (Ozbay et al., 2007).
Separation from family, friends, and loved
ones during combat deployments
(Possemato et al., 2014).
Increased post-deployment social support
leads to decreased combat-related
psychological disorders (Smith et al.,
2017).
Decreased post-deployment social support
associated with greater incidence of risky
behaviors, suicidal ideation, PTSD,
depression, and other psychological
morbidities (Possemato et al., 2014).
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Eligibility

Screening

Identification

Figure 1: Search Process for Concept Analysis of PostDeployment Social Support

Studies retrieved in a search using
computerized databases with a
medical reference librarian
(n=281)

Duplicates
removed
(n=64)

Studies retrieved in a search of
Google Scholar, Google, and
reference searching
(n=189)

Studies after duplicates removed
(n = 406)
(n=19)

Studies screened for
title/abstract
(n=406)
15151
Full-text studies
(n = ) assessed
for eligibility
(n = 73)

Studies excluded for lack
of relevance
(n = 333)

Full-text articles excluded
for failure to meet
inclusion criteria
(n = 10)

Included

10 excluded for focus
incongruent with this study

Studies included in
analysis
(n=63)
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Figure 2: Conceptual Model of Post-Deployment Social Support

Post-Deployment Social
Support: Derived from
friends, family, and
community
Antecedents:
Military
combat
exposures
with inherent
risks

Attributes: Directly related to
resilience and reintegration,
buffers and protects against
PTSD and depression, fosters
cognitive reset

Consequences:
Lack of
resilience:
increased
psychosocial
morbidities; or
Increased
resilience:
improved
psychosocial
outcomes
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Figure 3: Model of Cognitive Reset
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Summary
Overview of Manuscripts and Contributions to Overarching Question
The three manuscripts comprising this dissertation explored the psychological effects of
military combat deployment on combat-deployment Veterans and adolescents. A theoretical
framework for the dissertation was provided by ecological risk and protective factor theory
(Bogenschneider, 1996). The overarching questions for this dissertation were: what are the
psychological outcomes of military combat deployment on service members and their families
and what are the relationships between risk factors, social support, and psychological
morbidities?
The first manuscript was an integrative review examining the effect of parental military
combat deployment on adolescent children. Eight studies were reviewed and categorized into
risk factor studies and protective factor studies, in accordance with the theoretical framework.
Through the review, adolescents who experienced the military combat deployment of a parent
were found at increased risk for psychosocial problems, risky behaviors, and behavioral
problems (Lester & Flake, 2013). Sources of resilience for adolescents of combat-deployed
parents were identified as well (Lester, Liang, Milburn, Mogil, Woodward, Nash, & Saltzman,
2016). An important finding of this review was that existing studies on how adolescents are
effected by parental combat deployment do not meet adequate critical appraisal criteria. In
advance of formulating interventions for this population, more rigorous studies are needed.
Additionally, studies that obtain information directly from adolescents, themselves would be
beneficial. Many existing studies use parental survey input about adolescents rather than gaining
information from adolescents, themselves. The state of research in this field would benefit from
additional longitudinal studies.
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Manuscript two encompasses an examination of the relationships between combat-related
risk and protective factors, PTSD, and depression. The study applied a series of linear
regressions in a secondary analysis of a data set (Acierno et al., 2016). The data set comprised a
sample of Veterans from the Vietnam, Gulf, and OEF/OEF conflicts with their results on the
Deployment Risk and Resilience Inventory (DRRI) (King, et al., 2006), the Beck Depression
Inventory-II (BDI-II) (Beck, et al., (1996), and the Post-Traumatic Stress Checklist-Military
(PCL-M) (Weathers, et al., 1993). Risk and protective factor theoretical framework was applied
to this study. In the analysis, the following factors of: combat concerns during deployment,
current family stressors during deployment, and post-deployment life stressors, were identified
as important risk factors for increased PTSD and depression symptomatology. Post-deployment
social support was identified as a significant protective factor for mitigating adverse
psychological symptomatology.
Manuscript three is a concept analysis of post-deployment social support for combatdeployed Veterans. Evolutionary method of concept analysis and an ecological risk/protective
factor theoretical framework were applied to this study. Post-deployment social support, as a key
protective factor for mitigating the severity of adverse psychological symptoms in post-combat
deployed soldiers, was affirmed. Through Rodgers’ evolutionary method of concept analysis
(Rodgers, 2000), key defining attributes, antecedents and consequences of the concept of postdeployment social support were identified. A conceptual model of post-deployment social
support (Figure 2 in Manuscript 3) was created to display the characteristics of post-deployment
social support resulting from this concept analysis. From this analysis, the concept of cognitive
reset was proposed. Post-deployment social support is linked to cognitive reset, as effective
social support from family, friends and loved ones is conceived to enhance cognitive reset.
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Additionally, social support derived from competent clinical therapists may enhance cognitive
reset. Additionally, receiving social support from family and loved ones, in concert with
effective treatment, is proposed to further contribute to positive cognitive reset.
Limitations and Lessons Learned
Limitations of this study include that it was originally conceptualized as a qualitative
study, including semi-structured interviews, to explore the effect of military combat deployment
on families and children of Veterans. Recruitment of subjects proved extremely difficult for this
qualitative study. A variety of recruitment methods were attempted, including use of flyers,
making contact with local and regional military bases, and pursuing recruitment of subjects
through a local Veterans Administration Center. None of these efforts proved fruitful. In light of
recruitment challenges, an existing data set regarding combat-related risk and protective factors
with their relationship to psychological outcomes was provided. This was extremely beneficial,
allowing an opportunity to conduct a more viable study. A redirection of focus from combat
effects on families and children to combat effects on service members, themselves, was required.
The change of focus meant studying families and children, while examined in Manuscript 1, was
not fully feasible thereon in Manuscripts 2 and 3. This was a limitation of this dissertation.
Lessons learned include that subject recruitment is very difficult, as discussed above.
Future efforts to recruit subjects would need to be strategized differently to increase
effectiveness. Additionally, the process of writing this dissertation spanned several years,
including extending to a point in time wherein intensive combat in Iraq and Afghanistan had
scaled back considerably. This may decrease relevance of this dissertation, as opposed to ten
years ago, when combat was at a higher tempo.
Importance of Theory, Model and Framework to Guide Overall Findings
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An ecological risk and protective factor theoretical framework was applied throughout
the three manuscripts comprising this dissertation. This framework was chosen because of its
applicability to the inherent risks of military combat deployments, as well as its relevance to
explicating protective factors to mitigate these risks. Risks and protective factors for adverse
psychological outcomes were described and examined across multiple ecological social systems
and social levels in the three manuscripts comprising this dissertation. As noted previously, postdeployment social support was affirmed as a significant protective factor for post-combat
deployed Veterans. Ecological risk and protective factor framework provided a unifying theme
for exploration of the topics in this dissertation.
Research Trajectory and Next Steps
Next steps in this research trajectory would include further explication of postdeployment social support as a significant protective factor for post-combat deployed Veterans.
Research exploring how to increase and strengthen post-deployment social support for postcombat deployed Veterans would prove valuable. Additionally, research targeted at identifying
additional protective factors would be beneficial. While currently, U.S. involvement in military
combat conflicts is far less intense than 10 years ago, identification of additional protective
factors for combat-deployed Veterans is essential to the ultimate well-being of this population.
Contribution of Research to Nursing and Inter-Professional Sciences
Military combat conflicts are an unfortunate part of life. Psychological morbidities,
associated with combat will likely continue to develop in future combat-deployed service
members. This dissertation provides additional information regarding the interplay between the
risk and protective factors of combat, as well as the development and maintenance of
psychosocial morbidities including PTSD and depression. The examination and explication of
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the protective factor of post-deployment social support adds to what is already known to date,
and contributes to the large body of work by nurse scientists on social support. Findings of this
dissertation may help clinicians who treat post-combat deployed service members by offering
them broader understanding of issues faced by this population. Results may also contribute
towards building the current research base and providing information for intervention
development. Additionally, results regarding the benefit of social support may benefit other
vulnerable populations.

103

References
Acierno, R., Gros, D., Ruggiero, K., Hernandez-Tejada, M., Knapp, R., Lejeuz, C…Tuerk, P.
(2016). Behavioral activation and therapeutic exposure for posttraumatic stress
disorder: A noninferiority trial of treatment delivered in person versus home-based
telehealth. Depression and Anxiety, 33, 415-423.
Beck, A., Steer, R., & Brown, G. (1996). Beck depression inventory-II (BDI-II).
Psychological Corporation.
Bogenschneider, K. (1996). An ecological risk/protective theory for building prevention
programs, policies, and community capacity to support youth. Family Relations,
45(2), 127-138.
King, L., King, D., Vogt, D., Knight, J., & Samper, R. (2006). Deployment risk and
resilience inventory: A collection of measures for studying deployment-related
experiences of military personnel and veterans. Military Psychology, 18(2), 89102.
Lester, P., & Flake, E. (2013). How wartime military service affects children and families.
Future of Children, 23(2), 121-141.
Lester, P., Liang, L., Milburn, N., Mogil, C., Woodward, K., Nash, W., …Saltzman, W.
(2016). Evaluation of a family-centered preventive intervention for military families:
Parent and child longitudinal outcomes. Journal of the American Academy of Child
and Adolescent Psychiatry, 55(1), 14-24.
Rodgers, B. (Ed.) (2000). Concept analysis: An evolutionary view (2nd ed.). Philadelphia:
W.B. Saunders.
Weathers, F., Litz, B., Herman, D., Huska, J., & Keone, T. (1993). The PTSD checklist

104

(PCL): Reliability, validity, and diagnostic utility.

105

APPENDICES

(Authorization for use of the BDI-II was not provided for inclusion herein)

106

Appendix A
PCL-M

107

PTSD Checklist – Military Version (PCL-M)
Name: _______________________________ Unit: ______________________
Best contact number and/or email: ____________________________________
Deployed location: _________________________________________________
Instructions: Below is a list of problems and complaints that veterans sometimes have in response to a
stressful military experience. Please read each one carefully, put an “X” in the box.

Not at all
1.

Repeated, disturbing memories, thoughts, or images
of a stressful military experience?

2.

Repeated, disturbing dreams of a stressful military
experience?

3.

Suddenly acting or feeling as if a stressful military
experience were happening again (as if you were
reliving it)?
Feeling very upset when something reminded you
of a stressful military experience?

4.
5.

6.

7.

A little bit

Moderately

Quite a bit

Extremely

Having physical reactions (e.g., heart pounding,
trouble breathing, or sweating) when something
reminded you of a stressful military experience?
Avoid thinking about or talking about a stressful
military experience or avoid having feelings related
to it?
Avoid activities or talking about a stressful military
experience or avoid having feelings related to it?

8.

Trouble remembering important parts of a stressful
military experience?

9.

Loss of interest in things that you used to enjoy?

10.

Feeling distant or cut off from other people?

11.

Feeling emotionally numb or being unable to have
loving feelings for those close to you?

12.

Feeling as if your future will somehow be cut short?

13.

Trouble falling or staying asleep?

14.

Feeling irritable or having angry outbursts?

15.

Having difficulty concentrating?

16.

Being “super alert” or watchful on guard?

17.

Feeling jumpy or easily startled?

Has anyone indicated that you’ve changed since the stressful military experience? Yes __ No__
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Deployment Risk and Resiliency Inventory
Section A: Predeployment Events
The statements below refer to events you may have experienced BEFORE YOU WERE DEPLOYED. Please
circle "yes" or "no" for each item below.
Before I was deployed, I experienced....
1. ... a natural disaster (for example, a flood or hurricane), a fire, or an accident in which I
was hurt or my property was damaged.
2. ... exposure to a toxic substance (such as dangerous chemicals, radiation).

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

Yes

No

7. ... been through a divorce or been left by a partner or significant other.

Yes

No

8. witnessed someone being assaulted or violently killed.

Yes

No

9. been robbed or had my home broken into.

Yes

No

10. lost my job.

Yes

No

I l. been emotionally mistreated (for example, shamed, embarrassed, ignored, or
repeatedly told I was no good).

Yes

No

12.

Yes

No

13. ... been physically punished by my parent or caregiver.

Yes

No

14. been physically injured by another person (for example, hit, kicked, beaten up).

Yes

No

3. ... combat or exposure to a war zone (in the military or as a civilian).
4.

the mental illness (for example, clinical depression, anxiety disorder), or lifethreaten ing physical illness (for example, cancer or heart disease) of someone
close to me.
5. a parent who had a problem with drugs or alcohol.

6. the death of someone close to me.

Before I was deployed, I had....

seen or heard physical fig hting between my parents or caregivers.

childhood

14a. [If YES] Did this occur in (fill in all that apply):
15. ... experienced unwanted sexual activity as a result of force, threat of harm, or
manipulation.
15a. [If YES] Did this occur in (fill in all that apply):

Yes
childhood

adulthood

No
adulthood

Section B: Childhood Experiences
The sentences below refer to your family when you were growing up. Please read each statement and
decide how often it was true for your family by circling the number below the appropriate response. If
you spent time in more than one family setting, please answer these questions about the family in
which you spent the greatest part of your childhood.
Almost none
of the time

A few
times

(1)

(2)

Some of the Most of the Almost all of
time
time
the time
(3)

(4)

(5)
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1. People in my family did things together.
2. Family members got on each other's nerves
(annoyed each other).
3. Family members felt uncomfortable with each
other.

2

3

4

5

2

3

4

5

2

3

4

5

Almost
Some of the Most of the Almost all of
none of the
time
the time
time
A few times
time
(3)
(5)
(4)
(1)

4. Family members were there for each other
during difficult times.
5. Family members felt very close to each other.
6. Family members avoided each other.
7. When problems arose, family members
com romised.
8. Family members were afraid to say what was
on their minds.
9. There was fighting among family members.

(2)

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2
2

3
3

4

5
5

2

3

4

5

2

3

5

2

3

4
4

2

3

4

2

3

4

4

10. Family members yelled when they were
angry at each other.
I I . Family members discussed their personal
roblems with each other.
12.
Family
members
shared
household res onsibilities.
13. Family members were affectionate with each
other.

14. Family members insulted and swore at each
other.
15. Family members were critical of each other.

5
5
5

Section C: Training and Deployment Preparation
Below are several statements about how well prepared you were by the military for your deployment.
Please describe how much you agree or disagree with each statement below by circling the number
that best fits your answer.
Strongly
disagree
(1)

1 . 1 had all the supplies and equipment needed
to get my job done .
2. The equipment I was given functioned the way
it was supposed to.
3. I received adequate training on how to use my
equipment.

Somewhat Neither agre Somewhat
disagree
nor disagree
agree

Strongly
agree

(2)

(3)

(4)

(5)

2

3

4

5

2

3

4

5

2

3

4

5
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4. I knew how to treat animal bites, insect
stings, or allergic reactions to plants in the
region.
5. I received adequate training on what to do in
case of a nuclear, biological, or chemical (NBC)
attack.
6. I had enough gear to protect myself in
myself in case of a nuclear, biological, or
chemical (NBC) attack.
7. I received adequate training on how to
perform daily life activities while wearing
nuclear, biological or chemical (NBC) protective
gear.
8. I was adequately prepared to deal with the
region's climate.

2

3

4

2

3

4

5

5
2

3

4
5

2

3

4
5

2
Strongly
disagree
(1)

9. I was accurately informed about what to expect
from the enemy.
10. I saw as much combat as I expected.
1 1. I was informed about the role my unit was
expected to play in the deployment.
12. When I was deployed I had a pretty good idea
of how long the mission would take to
complete.
13. I was accurately informed of what daily life
would be like during my deployment.
14. I was adequately trained to work the shifts
required of me during my deployment.

3

4

Somewhat Neither agr Somewhat
disagree
nor disagree
agree

5
Strongly
agree

(2)

(3)

(4)

(5)

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

Section D: Deployment Environment
The next set of statements are about the conditions of day-to-day life during your deployment. Please
read each statement and decide what amount of time you were exposed to each condition over the
course of the entire time you were deployed. Circle the number below the appropriate response.

1 .The climate was extremely uncomfortable .

2. I had to deal with annoying animals, insects, or
plants during my deployment .
3. I had access to clean clothing when I needed it.
4. I could get a cold drink (for example, water,
juice, etc.) when I wanted one.
5. The food I had to eat was of very poor quality
(for example, bad or old MREs).

Almost none
of the time

A few
times

Some of
the time

Most of Almost all
the time
of the time

(1)

(2)

(3)

(4)

(5)

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5
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6. The conditions I lived in were extremely
unsanitary.
7. I had access to bathrooms or showers when I
needed them.
8. I got as much sleep as I needed.

2

3

4

5

2

3

4

5

2

3

4

5

9.The living space was too crowed.

2

3

4

5

10. I was able to get enough privacy.

2

3

4

5

1 1. The workday was too long.

2

3

4

5

12. I got the R&R (rest and relaxation) that I
needed.
13. I got my mail in a timely manner.

2

3

4

5

2

3

4

5

14. I was exposed to awful smells.

2

3

4

5

15. I was subjected to loud noises.

2

3

4

5

16. I had to hassle with putting on and taking off
NBC equipment.

2

3

4

5

Almost none
of the time

A few
times

(1)

(2)

(3)

(4)

(5)

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

17. I had the equipment or supplies to do what I
needed to do.
18. My daily activities were restricted because of
local religious or ethnic customs.
19. I felt comfortable living in the culture or
cultures where I was deployed.
20. Pressure to conform to the local culture made
it difficult for me to do my job.

Some of
the time

Most of Almost all
the time
of the time

Section E: Life & Family Concerns
The following set of statements refer to concerns you may have had related to your life and family back
home while you were deployed. These questions do not ask if these events actually occurred, but only
how concerned you were that they might happen while you were deployed. Please describe how
concerned you were for each item below by circling the number that best fits your answer.
Not
Not
While I was deployed, I was concerned
A little
Moderately A great deal
applicable
at all

about...

(0)

(1)

(2)

(3)

(4)

2

3

4

2

3

4

2

3

4

4. ...losing touch with my co-workers or supervisors
back home.

2

3

4

5. ...being unable to financially support my family
while I was away.

2

3

4

...missing out on a promotion at my job back
home.
2. ...missing out on a opportunities to start a
career while I was away.
3. ...damaging my career because I was overseas
fora long time.
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6. ...harming my relationship with my spouse/
significant other.

2

3

4

7. ...being left by my spouse/significant other.

2

3

4

8. ...missing out on my children's growth and
development while I was away.
9. ...losing touch with my friends.

2
2

3

4

3

4

10. ...missing important events at home such as
birthdays, weddings, funerals, graduations,
etc.
1 1. ...the well-being of my family or friends
while I was away.
12. ...my inability to help my family or friends if
they had some type of problem.
13. ...my inability to directly manage or control
family affairs.
14. ...the care that my children were receiving
while I was away.

4
2

3

2

3

4

2

3

4

2

3

4

2

3

4

Section F: Unit Support
The statements below are about your relationships with other military personnel while you were
deployed. Please read each statement and describe how much you agree or disagree by circling the
number that best fits your answer,
Strongly
disagree
(1)

Somewhat Neither agre Somewhat
disagree nor disagree
agree

Strongly
agree

(2)

(3)

(4)

(5)

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

10. I felt like my efforts really counted in the military.

2

3

4

5

I I . The military appreciated my service.

2

3

4

5

1. My unit was like family to me .
2. I felt a sense of camaraderie between
myself and other soldiers in my unit.
3. Members Of my unit understood me.
4. Most people in my unit were trustworthy.
5. I could go to most people in my unit for help
when I had a personal problem.
6. My commanding officer(s) were interested in
what I thought and how I felt about things.
7. I was impressed by the quality of leadership in
my unit.
8. My superiors made a real attempt to treat me
as a person.
9. The commanding officer(s) in my unit were
supportive of my efforts.
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12. I was supported by the military.

2

3

4

5

Section G: Relationships with Unit
The next set of questions is also about your relationships with other military personnel while deployed.
Please describe how often you experienced each circum stance by circling the number that best fits your
answer.
Never

Once or twic

(1)

(2)

(3)

(4)

2

3

4

2

3

4

2

3

4

2

3

4

5. ...acted as though my mistakes were worse than others.

2

3

4

6. ...tried to make my job more difficult to do.

2

3

4

7. ..."put me down" or treated me in a condescending way.

2

3

4

2

3

4

2

3

4

While I was deployed, unit leaders or other unit
members...
1. ...treated me in a critical way .

2. ...behaved in a way that was uncooperative when working
with me.
3. ...treated me as if I had to work harder than others to prove
myself.
4. ...questioned my abilities or commitment to perform my job
effectively.

8. ...gossiped about my sex life or spread rumors about my
sexual activities.
9. ...made crude and offensive sexual remarks directed at me,
either publicly or privately.

While I was deployed, unit leaders or other unit
members...

Never
(1)

Once or twic

Sometimes Many times

Sometimes Many times

(2)

(3)

(4)

2

3

4

1 1. ...threatened me with some sort of retaliation for not
being sexually cooperative (for example, the threat of a
negative review, physical violence, or to ruin my
reputation).
12. ...made unwanted attempts to stroke or fondle me (for
example, stroking my leg or neck).
13. ...made unwanted attempts to have sex with me.

2

3

4

2

3

4

2

3

4

14. ...forced me to have sex.

2

3

4

I O. ...offered me some sort of reward or special treatment to take part
in sexual behavior.

Section H: Deployment Concerns
The statements below are about the amount of danger you felt you were exposed to while you were
deployed. Please read each statement and describe how much your agree or disagree with each
statement by circling the number in the column that best fits your answer.
Strongly
disagree
(1)

Somewhat Neither agr Somewhat
disagree
nor disagree
agree
(2)

(3)

(4)

Strongly
agree
(5)
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1. I thought I would never survive.

2

3

4

5

2. I felt safe.

2

3

4

5

3. I was extremely concerned that the enemy
would use nuclear, biological, chemical agents
(NBCs) against me.
4. I felt that I was in great danger of being killed
or wounded.
5. I was concerned that my unit would be attacked
by the enemy.
6. I worried about the possibility of accidents (for
example, friendly fire or training injuries in my
unit).
7. I was afraid I would encounter a mine or
booby trap.

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

2

3

4

5

8. I felt secure that I would come home after the war.

2

3

4

5

2

3

4

5

2

3

4

2

3

4

5

2

3

4

5

2

3

4

5

5

9. I thought that vaccinations that I received
would actually cause me to be sick.
10. I was concerned that the tablets I took to
protect me would make me sick.
1 1. I felt that I would become sick from the
pesticides or other routinely used chemicals.
12. I was concerned about that health effects of
breathing bad air.
13. I thoug ht that exposure to depleted uranium
would negatively effect my health.
Strongly
disagree
(1)

Somewhat Neither agr Somewhat
disagree
nor disagree
agree
(2)

(3)

(4)

2

3

4

14. I was afraid that the equipment I was
given to protect me from nuclear,
biological, chemical agents (NBCs) would
not work.
15. I worried about getting an infectious disease.

5

Strongly
agree
(5)

5
2

3

4

Section I: Combat Experiences

1. I observed homes or villages that had been destroyed.

Yes

2. I saw refugees who had lost their homes or belongings as a result of battle.

No
No

3. I saw people begging for food.

Yes

No

4. I or my unit took prisoners of war.

Yes

No

5
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5. I interacted with enemy soldiers who were taken as prisoners of war.

Yes

No

The statements below are about your combat experiences during deployment. Please circle "yes" if
thestatement is true or "no" if the statement is false. While deployed:
1. I went on combat patrols or missions.

Yes

No

2. I or members of my unit encountered land or water mines and/or booby traps.

Yes

No

3. I or members of my unit received hostile incoming fire from small arms, artillery,
rockets, mortars, or bombs.

Yes

No

Yes

No

4. I or members of my unit received "friendly" incoming fire from small arms, artillery,
rockets, mortars, or bombs,
5. I was in a vehicle (for example, a truck, tank, APC, helicopter, plane, or boat) that
was under fire.

No

6. I or members of my unit were attacked by terrorists or civilians.

Yes

No

7. I was part of a land or naval artillery unit that fired on the enemy.

Yes

No

8. I was part of an assault on entrenched or fortified positions.

No

9. I took part in an invasion that involved naval and/or land forces.

No

10. My unit engaged in battle in which it suffered casualties.

No

1 1. I personally witnessed someone from my unit or an ally unit being seriously
wounded or killed.

Yes

No

12. I personally witnessed soldiers from enemy troops being seriously wounded or
killed.

Yes

No

13. I was wounded or injured in combat.

Yes

No

14. I fired my weapon at the enemy.

Yes

No

15. I killed or think I killed someone in combat.

Yes

No

Section J: Post-Battle Experiences
Next are statements about your experiences AFTER battle. Please indicate if you ever experienced the
following events anytime while you were deployed by circling either "yes" or "no".
6. I was exposed to the sight, sound, or smell of animals that had been wounded or killed
from war-related causes.
7. I took care of injured or dying people.

Yes

No

Yes

No

8. I was involved in removing dead bodies after battle.

Yes

No

9. I was exposed to the sight, sound, or smell of dying men and women.

Yes

No

10. I saw enemy soldiers after they had been severely wounded or disfigured in combat.

Yes

No

1 1. I saw the bodies of dead enemy soldiers.

Yes

No
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12. I saw civilians after they had been severely wounded or disfigured.

No

13. I saw the bodies of dead civilians.

Yes

No

14. I saw Americans or allies after they had been severely wounded or disfigured in
combat.
15. I saw the bodies of dead Americans or allies.

Yes

No

Yes

No

Section K: Exposure to Nuclear, Biological, Chemical Agents
Next are some statements about about nuclear, biolog iCal, and chemical agents (NBCs) that you
may have been exposed to during the time you were preparing for deployment or during your
deployment. For each statement, circle "yes," "no," or "l don't know."

Either in preparation for or during my deployment...
I . ...I took pyriodostigmine or little white pills in foil packets, sometimes called
Yes
NAPPs, which are used to protect against nerve gas.
2. ...I received preventative vaccinations by injection (for example, to prevent
anthrax or botu lism). [Note: for women, preventative vaccinations may include
deprovera
Yes
(birth control).]

No

No

Don't
Know

Don't
Know

While I was deployed, I was exposed to...
3. ...nerve gas agents (for example, sarin).

Yes

4. ...mustard gas or other blistering agents.

No

Don't
Know

No

Don't
Know

5. ...environmental pesticides (for example, from "fogger" trucks).

Yes

No

Don't
Know

6. ...pesticides in uniforms.

Yes

No

Don't
Know

7. ...pesticides in flea collars.

Yes

No

Don't
Know

No

Don't
Know

8. ...government-issued DEET-containing insect repellents.
9. ...non-government issued insect repellents (for example, Avon Ski n-So-Soft, Off).

Yes

No

Don't
Know

10. ...smoke or other air pollution.

Yes

No

Don't
Know

1 1. ...diesel or other petrochemical fuel on my skin.

Yes

No

Don't
Know

12. ...fumes or exhaust from heaters or generators, including heaters in tents.

Yes

No

Don't
Know

13. ...depleted uranium in munitions.

Yes

No

Don't
Know
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14. ...burning trash or burning feces.

Yes

No

Don't
Know

15. ...local food other than that provided by the Armed Forces.

Yes

No

Don't
Know

16. ...I was within I km of an exploding artillery shell.

Yes

No

17. ...I was within 5 km of an exploding missle.

Yes

No

18. ...l entered an enemy bunker or military facility.

Yes

No

19. ...I climbed inside an enemy tank that had been abandoned or burned out.

Yes

No

20. ...l was exposed to chemical or biological weapons.

Yes

No

Don't
Know
Don't
Know
Don't
Know
Don't
Know
Don't
Know

While I was deployed...

Section L: Post-Deployment Support
You have completed the questions about your deployment. The next set of the statements refers to
social support after deployment. Please decide how much you agree or disagree with each statement
by circling the appropriate answer.
Strongly
disagree
(1)

1. The reception I received when I returned
from my deployment made me feel
appreciated for m efforts.
2. The American people made me fell at home
when I returned.
3. When I returned, people made me feel proud
to have served my country in the Armed
Forces.
4. I am carefully listened to and understood by
family members or friends.
5. Among my friends or relatives, there is
someone who makes me feel better when I am
feeling down.
6. I have problems that I can't discuss with
family or friends.
7. Among my friends or relatives, there is
someone I go to when I need good advice.
8. People at home just don't understand what I
have been through while in the Armed Forces.
9. There are people to whom I can talk about my
deployment experiences.
10. The people I work with respect the fact that I
am a veteran.

Somewhat Neither agr Somewhat
disagree
nor disagree
agree
(2)

(3)

(4)

2

3

4

Strongly
agree
(5)

5
2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5
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I I . My supervisor understands when I need
time off to take care of personal matters.
12. My friends or relatives would lend me
money if I needed it.
13. My friends or relatives would help me move
my belongings if I needed to.
14. When I am unable to attend to daily chores,
there is someone who will help me with theses
tasks.
15. When I am ill, friends or family members will
help me out until I am well.

2

3

4

2

3

4

5

2

3

4

5

2

3

4

5

2

3

4

5

5

Section M: Post-Deployment Life Events
The next statements refer to events you may have experienced SINCE RETURNING FROM YOUR
DEPLOYMENT.
These questions are similar to the items you've answered previously about events before your
deployment.
For this page, please circle "yes" or "no" for each of the
items below. Since returning home, I have experienced...
I . ...a natural disaster (for example, a flood or hurricane), a fire, or an accident in which
I was hurt or my property was damaged.
2. ...exposure to a toxic substance (such as dangerous chemicals or radiation).

No
Yes

3. ...combat or exposure to war-zone (in the military or as a civilian).

No
No

4. ...a serious operation.

Yes

No

5. ...a mental illness (for example, clinical depression or anxiety disorder), or lifethreatening physical illness (for example, cancer or heart disease) of someone close
to me.

Yes

No

6. ...the death of someone close to me.

Yes

No

7. ...experienced stressful legal problems (for example, being sued or suing someone
else).

Yes

No

8. ...witnessed someone being assaulted or violently killed.

Yes

No

9. ...been robbed or had my home broken into.

Yes

No

10. ...had a family member with a serious drug or alcohol problem.

Yes

No

I I . ...been unemployed and seeking employment for at least 3 months.

Yes

No

12. ...been emotionally mistreated (for example, shamed, embarrassed, ignored, or
repeatedly told I was no good).

Yes

No

Since returning home, I have...
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13. ...experienced unwanted sexual activity as a result of force, threat of harm, or
manipulation.

No

14. ...been physically injured by another person (for example, hit, kicked, or beaten
up).

Yes

No

15. ...lost my job.

Yes

No

16. ...gone through a divorce or been left by a partner or significant other.

Yes

No

17. ...had problems getting access to adequate healthcare.

Yes

No
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